AMERICAN 
JOURNAL OF SURGERY 


VoL XXII. 


APRIL, 1908. No. 4. 


A POINT IN THE TECHNIC OF APPEN- 
DICECTOMY. 
Howarp LILIENTHAL, M.D., 
Attending Surgeon to Mount Sinai Hospital, 
NEW YORK. 


The handling of the intestines, and even their 
exposure to the air is one of the most potent causes 
of shock after abdominal operations. The use of 
gauze packings, even of the temporary variety, 
causes subsequent shock, and, by injuring the deli- 
cate serosa, determines the formation of post-opera- 
tive adhesions. So well known is this method of 


Fig. 1. Cecum and base of appendix delivered through the wound. 
Ligature through the mesenteriolum. In replacing the viscera the 
appendix must be returned first, then the cecum, omentum, etc. The 
ends of the ligature are left outside, 

producing shock that the handling of the intes- 
tines is a favorite method for producing this con- 
dition in animals for purposes of study. Little 
handling causes less shock, much handling causes 
profound shock. To lessen this element of danger 
in appendicectomy, the following method will be 
found valuable. 

Through a small incision made in the locality 
preferred by the operator, a gloved finger is in- 
serted, locating the cecum; a portion of this viscus 
is withdrawn with dressing forceps, and landmarks 
followed in the usual way to locate the base of the 
appendix. During this procedure there will be a 
little unavoidable handling of intestine outside of 
the abdomen. Having exposed the base of the ap- 
pendix, a ligature is passed through the mesenteri- 
olum, to be used subsequently for ligating the or- 


gan; the ends of this ligature are left long, and are 
tied together or held with a clamp. The exposed 
part of the appendix and all other intestines are 
now returned to the abdominal cavity. When trac- 
tion upon the ligature is made the base of the ap- 
pendix and nothing more is brought into the wound. 
In the majority of cases it will then be found ex- 
tremely simple to deliver the entire appendix even 
though a considerable number of adhesions should 
be encountered. The ligation of the mesenteriolum, 


Fig. 2. Method of delivery of the appendix after the viscera have 
been returned to the abdominal cavity. It is not usually necessary 
io draw out so large a cone of cecum as here shown. 
the ablation of the appendix and the treatment of 
the stump are carried out in the usual manner. 
During the procedure of freeing and removing the 
appendix, this organ and nothing else is in the field. 
The operation has been performed by me many 
times in this manner, and it is easy and safe. I do 
not wish to be understood, however, to say that this 
plan can be followed in all cases. In the presence of 
an extremely dense mass of adhesions, or of consid- 
erable collections of pus, or of gangrene of the ap- 
pendix, it would be obviously unwise. It will be 
found especially useful in most interval cases and 
in the early stage of the acute forms of the dis- 
ease. 
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AN ORIGINAL OBSERVATION AS TO THE 
NATURE OF COLIC; AND REMARKS 
CONCERNING ITS DIAGNOSTIC 
VALUE.* 


GEORGE FRANKLIN SHIELS, M.D., C.M., F.R.C.S.E., 


Adjunct Professor of Surgery, Fordham University; 
Visiting Surgeon, Kings Park State Hospital; 
Assistant Visiting Gynecologist, St. Vincent’s 

Hospital; Formerly Major and Brigade 
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NEW YORK CITY. 


It is my opinion that the existing definitions of 
colic are not only misleading but to a very material 
degree incorrect. 

Dictionaries of the English language all give 
definitions similar to that found in the Century 
Dictionary which may be looked upon as the type, 
viz: Colic:—Pertaining to the colon, severe 
spasms of pain arising from perverted and exces- 
sive peristaltic contractions.” Dictionaries of med- 
ical and surgical terms practically all agree as to 
the definition and that of Gouid and Pyle ( Cyclo- 
pedia of Medicine and Surgery), can be taken as 
typical, viz: Colic: A severe gripy pain in the 
bowels or adjacent organs. Etiology: (1) Indi- 
gestible food. (2) Over-feeding. (3) Reflex from 
the ovaries, kidneys, liver, uterus, etc. (4) Certain 
drugs, e.g., lead. (5) The result of hysteria. (6) 
Autoin fection. 

After going over the medical literature of 
America, England, France and Germany, and after 
careful analysis of a series of answers to the ques- 
tion, “Give a short, concise definition of colic, re- 
ferring especially to its nature and cause?” which 
question I addressed to well known teachers of 
medicine and surgery throughout this country, I 
have constructed the following composite, epitom- 
ized description of colic, which may be considered 
as including in brief form all that has been written 
an said on the subject: Colic is an acute, violent, 
paroxysmal, spasmodic, periodic, gripy pain due to 
contraction of a hollow viscus or structure, whose 
walls are composed of smooth or non-striated 
muscle, with irritation of the sensory nerves there- 
in, and is produced by an effort on the part of such 
viscus or structure to rid itself of an irritant or 
obstruction. It has been described as a pain wave 
which has a gradual period of onset, lasting seconds 
or minutes, a climax, and a gradual subsidence. It 
may be due to a reflex from other organs than the 


* Read before the Medical Society of the County of New York, 
February 24, 1908. 


one affected, and also to certain poisons, such as 
lead. As Dr. Max Einborn briefly stated, “Under 
the name of colic we usually understand painful 
spasmodic contraction of the non-striated muscles 
of any viscus.” 

Note well that in no case have the writers or 
teachers referred to the peritoneum in describing 
this symptom, and also that, as Dr. J. B. Murphy, 
of Chicago, mentioned in his answer to my ques- 
tion, “Colic differs entirely from pain as used in 
the ordinary diagnostic sense.” Having stated that 
former definitions and descriptions of colic are very 
materially misleading and incorrect, it behooves me 
to substitute a better and more correct one. With 
your permission, I shall proceed to do so: While 
the composite definition given above is generally 
true it lacks the one essential element to make it 
correct for without the presence of peritoneum 
there can be no colic, Any correct definition of 
this symptom must include mention of this struc- 
ture; therefore, a proper definition would be: 
Colic is a characteristic, acute, spasmodic, perito- 
neal pain wave, most frequently, but not always, 
associated with an effort of a hollow viscus or struc- 
ture, whose muscular walls are of the smooth or 
non-striated variety, to rid itself of an irritant or 
obstruction; such viscus or structure being either 
covered by, or in close relationship to, the perito- 
neum. Having made so radical and definite a state- 
ment and definition, it becomes necessary to defend 
and support it beyond a reasonable doubt. 

Before going further, however, let us get rid of 
a recent and serious mistake made by a distin- 
guished authority in reference to the peritoneum 
and pain; serious, because it has been believed, and 
quoted extensively. Professor K. G. Lennander, 
of Upsala, Sweden, in an article entitled, “Abdom- 
inal Pain,” read before the Section on Surgery and 
Anatomy of the American Medical Association in 
June, 1907, said: “From my published works it 
may be gathered that I have not been able to find 
any abdominal organ innervated only by the-vagus 
or sympathetic nerves which is provided with the 
sense of pain. Sensations of pain within the ab- 
dominal cavity are, according to my experience, 
transmitted only by the phrenic nerve, the lower 
six intercostal nerves, the lumbar and_ sacral 
nerves.” Again: “Should this view of ours prove 
correct it speaks decidedly in favor of the specific 
character of the nerves of pain. In other words it 
goes to prove that only the parietal peritoneum is 
provided with nerves of pain. It is my opinion 
that all painful sensations in the abdominal cavity 
are transmitted only by means of the parietal peri- 
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toneum and its subserous layer, both of which are 
supplied with cerebrospinal nerves around the 
whole of the abdominal cavity.” Again: “Pains do 
not originate within the abdominal organs which 
are supplied only by sympathetic fibers and the 
vagus nerves.” 

By the work of Meltzer and Kast (Rockefeller 
Institute), and of others, based upon a most careful 
investigation,. the theory which Professor Len- 
nander has advanced appears to be refuted, and the 
results of all their experiments may be summed up 
in the statement that the normal gastrointestinal 
canal possesses the sensation of pain, and that the 
findings of Professor Lennander were based upon 
a false premise and that the insensibility of the 
viscera and visceral peritoneum during operation is 
not due to any lack of sensory nerves, but to some 
inhibitory process connected with the operation. 
This inhibitory agent was the cocain used to render 
the abdominal! walls insensitive. Feeling that the 
question as to whether or not the viscera and vis- 
ceral peritoneum possess a sense of pain, is defin- 
itely settled in the affirmative, let us continue: 

Some writers on physiology have stated that 
there are especial nerves whose function it is to 
convey the sense of pain; others state that any 
nerve containing afferent fibers may fulfil this func- 
tion in the presence of pain-producing stimuli; the 
latter is probably the more correct theory, and in 
colic the abdominal sympathetic, as well as the 
vagi, phrenics, and cerebrospinal nerves are col- 
lectively the tracts through which this especial pain 
sense is conveyed, and the fact of their being sup- 
ported and conducted toward their terminal destina- 
tion by means of the peritoneum, no doubt alters 
the character of the pain wave, and gives it that 
peculiar type which we understand in speaking of 
colic. Moreover, on account of the multitudinous 
ramifications, and important vital ganglionic an- 
astomoses of these nerves we have what appears 
to me the only reasonable explanation of the in- 
ordinately violent and peculiar symptoms brought 
about, for example, by so trivial an exciting cause 
as a plug of mucus in the vermiform appendix, or 
a small stone partially obstructing the cystic duct, 
or an insignificant morsel of undigested food in the 
intestine. We are also enabled to more clearly un- 
derstand the associate reflex disturbances which are 
so often found in conjunction with colic when se- 
vere: such as disturbance of the intrinsic intestinal 
nerves, evidenced by reflex paralysis of peristalsis; 
disturbance of the vasomotor system, evidenced by 
sweating and pallor and even unconsciousness ; dis- 
turbance of the cardiac plexus, evidenced by cardiac 


irregularities ; disturbance of the vomiting center, 
evidenced by nausea and vomiting; disturbance of 
the ciliospinal system, evidenced by dilation of the 
pupils; disturbance of the renal plexus, evidenced 
by anuria ; disturbance of the heat center, evidenced 
by lowered temperature, etc. 


It will be noticed that the composite definition of 
colic which I have compiled from existing sources, 
refers to viscera or structures whose walls are com- 
posed of smooth or non-striated muscle. Now ar- 
teries, veins, lymphatics, the vas deferens, the ure- 
thra, the Eustachian tubes, ducts of certain glands, 
the trachea and bronchi, the esophagus, the rectum, 
all come partly or wholly under this heading, hav- 
ing lining membranes, non-striated muscle walls, 
and external coats, and they all have afferent and 
efferent nerves; they a!l when obstructed or irri- 
tated give rise to a sense of pain, but in no instance 
is this pain colic; no one ever heard of colic of the 
vas deferens, or of the Eustachian tube, or of the 
bronchi. Professor Llewellyn F. Barker, of Johns 
Hopkins, in answering my question, after defining 
colic as a smooth muscle pain, states that “an 
angina pectoris might be regarded as vascular 
colic.” The thought is an interesting one, hence I 
mention it, still the pain of angina is distinct and 
different in type from that of colic and cannot be 
described as such. I may say, however, that in 
irritation of the vessels and lymphatics in close re- 
lationship to the peritoneum doubtless pain of a 
colicky character is either directly or reflexly elic- 
ited. 

I take it that I have, by exclusion, already proven 
the fallacy of the smooth-muscle-pain theory of 
colic, but let us go a step further and consecutively 
take up the alimentary tube in its relationship to 
types of pain. Obstruction or irritation of the 
esophagus causes pain but colic of this viscus does 
not occur. Passing through the diaphragm peri- 
toneal investment commences and with this change 
of covering we have the occurrence of colic. Leav- 
ing the peritoneum we come to the rectum, and 
here colic is unknown. Again, following the uri- 
nary tract, irritation or obstruction of that portion 
of it in close proximity to the peritoneum causes 
renal colic and colicky pains in the bladder region, 
but neither obstruction nor irritation of the ure- 
thra ever gives rise to this symptom. Without the 
presence of peritoneum it cannot be developed. 

In closing this part of my paper I will admit that 
it might justly be suggested that I have only suc- 
ceeded in showing that smooth muscle viscera and 
structures (unless covered by, or in close relation- 
ship to, peritoneum), do not give rise to colic, and 
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that, to complete my argument, it would be neces- 
sary to show further, by actual experiment, that 
such viscera or structures covered by peritoneum, 
or in close relationship to it, do give rise to this 
specific, peculiar, pain sense. The answer to this 
objection is not difficult: While experiments in the 
lower animals might give evidence of pain, we 
could never elicit from the animal information as 
to the type of pain produced and such experiment 
would be futile. In one case in my own practice 
where an aseptic gauze sponge was inadvertently 
left in the peritoneal cavity and became wrapped in 
the greater omentum (not touching the bowel or 
parietal peritoneum), the most violent colic which 
I ever observed resulted, and only ceased when the 
foreign body was removed; truly this is a simple 
clear example of peritoneal irritation producing 
colic, and I firmly believe that many post-operative 
colics are due to such irritation brought about by 
other causes, such as blood clots, slight trauma- 
tions, too much handling, exposure to cold, etc. 
Further, I may state that the early epigastric pain 
and nausea in appendicitis is in my opinion due to 
the local peritoneal congestion causing a distant re- 
flex colic and functional disturbance. 


Tue DraGNostic VALUE OF COLIC. 


My remarks under this heading are addressed to 
medical men as teachers rather than to medical 
men as daily practitioners of their art or science, 
and I make a plea for a broader teaching of the 
significance and value of colic as a symptom, Few 
of us would make a positive diagnosis based solely 
on one of the so-calied classic colics, renal, hepatic 
or appendiceal, for we have learned to know that 
they are ofttimes misleading unless taken in con- 
junction with other symptoms and signs. We have 
all seen renal colic radiating upwards instead of 
downwards, hepatic colic most marked below the 
level of the umbilicus, and appendiceal colic re- 
ferred to the left upper quadrant of the abdomen, 
and yet in the lecture hall and in the books we hear 
teachers, and read authors, who convey to the mind 
of the student the impression that each one of these 
organs, when irritated or obstructed, gives rise to 
a particular form of colic which can be mapped out 
with the definity of a peninsula, bay, or island, on 
a geographical chart, and the reader or student finds 
out the error only by practical experience. If my 
definition of the term is a correct one, and the ex- 
tent of the peritoneum and of the wide anastomoses 
of the abdominal nervous system be kept in mind, 
all the reflex and atypical colics will be more easily 
understood and accounted for. 


UTERINE FIBROIDS COMPLICATING 
PREGNANCY.* 
C. C. Barrows, M.D., 
Surgeon to Manhattan Maternity Hospital, 
NEW YORK. 


It is not my intention to engage in any elaborate 
dissertation on the etiology or pathology of uterine 
fibroids following pregnancy, or, to suggest any new 
methods of management of this condition, but sim- 
ply to offer some cases for consideration coming 
from my personal practice, with a view to inducing, 
if possible, a general discussion which may throw 
some light on the plan of treatment to be pursued 
in the management of these cases. 

When one considers the fact that uterine myomata 
do not as a rule tend to develop in early adult life, 
and that they are almost invariably accompanied 
by marked changes in the menstrual function, to- 
gether with serious inflammatory changes in the lin- 
ing membrane of the uterus, it is quite surprising 
how many women having fibroid tumors in their 
uteri become pregnant. I believe uterine fibromata 
exist much more frequently as a complication of 
pregnancy than is commonly believed. Myomata 
were observed by Pinard in eighty-four out of 13,- 
QI5 consecutive labors, .06 of one per cent., and it 
has been generally believed that women suffering 
from this condition are relatively sterile. My own 
observation to the contrary is borne out by our ex- 
perience at the Manhattan Maternity Hospital. My- 
omata have been recorded in ten out of 235 consec- 
utive cases coming to a general lying-in service, such 
as that carried on at-the Manhattan Maternity Hos- 
pital; and, indeed, this is probably a lower propor- 
tion of cases than really exists, because it refers 
only to cases occurring in the hospital proper ; while 
cases occurring outside of the hospital in the dis- 
pensary and in the charge of physicians and students 
not so well qualified to recognize complications of 
this sort, are frequently not reported. A careful 
examination of the latter group would probably add 
materially to the proportion of cases of pregnancy 
complicated by uterine fibroids. 

At any rate, this indicates a much larger propor- 
tion of cases in which this serious complication ex- 
ists than is currently reported by observers in gen- 
eral. Many of these cases abort early in pregnancy. 
The tumor shrinks rapidly after the uterus is emp- 
tied and the average practitioner does not even sus- 
pect the presence of the growth or its influence upon 
the pregnancy, and attributes the abortion to some 
accident or some other pathological condition. This 
~* Read before the New York Clinical Society, January 25, 1908. 
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is illustrated by three cases in the ten occurring 
at the Manhattan Maternity Hospital and reported 
herewith. In a woman with an interstitial submucous 
or subserous fibroid complicating pregnancy, in 
practically every case there is rapidly increasing 
growth of the tumor. This, I am sure, in the cases 
which have come under my observation, has been 
a true hypertrophy and not edema of the growth, 
as has been suggested by Williams. Interstitial and 
submucous fibroids grow more rapidly than sub- 
serous growths because the blood supply is more 
extensive and because, as a rule, they belong to the 
myomatous rather than the fibromatous variety of 
tumor. And it is readily seen that it is these tumors 
which, if left until the patient comes to term, that 
are most apt to prove serious complications of 
labor. 

It is sometimes difficult to establish a diagnosis of 
pregnancy where uterine fibroids exist, as hemor- 
rhage may occur at intervals which may be mistaken 
by the patient for the menstrual period, so that the 
idea of pregnancy may never suggest itself. When 
there is a sudden and rapid increase in the size of 
the tumor we should consider the possibility of 
pregnancy. This is well illustrated by a case re- 
ferred to me by Dr. Coll, which had also been seen 
by Dr. Martin Burke. The patient was an unmar- 
ried woman, 45 years of age, parlor maid by occu- 
pation. She presented the usual symptoms and 
signs of uterine myomata. Because of the rapid 
growth of the tumor she was referred to me by Dr. 
Coll for operation. None of the three physicians 
who saw her thought of pregnancy at all, and it 
was only after I had begun a hysterectomy that this 
condition revealed itself to me. A complete hyster- 
ectomy was done with comparative ease and the pa- 
tient made excellent recovery. 

Just here I want to report cases occurring recent- 
ly in my own practice which illustrate some of the 
dangers dependent upon this condition that threaten 
the life of the patient at the time of delivery. 


Case I.—Mrs. J., referred to me by Dr. Polk, in 
the eighth month of her second pregnancy. Up to 
this time the patient had had a comparatively com- 
fortable pregnancy, but had begun to suffer con- 
siderable dyspnea because of the great size of her 
abdomen. Examination revealed the presence of 
several large interstitial myomata, one being situ- 
ated in the posterior wall of the uterus just above 
the cervical junction, apparently blocking the canal 
completely. I am thoroughly in accord with the 
accepted belief in cases of this kind, and urged that 
a Cesarian section be done, and if necessary, the 
uterus be subsequently removed. This plan of treat- 
ment was absolutely refused and there seemed noth- 
ing else to do but to induce labor at once. A gradual 


dilatation was accomplished more readily than I ex- 
pected and delivery was completed with great dif- 
ficulty by means of podalic version. The child did 
not survive the procedure and the emptying of the 
uterus was immediately followed by a very profuse 
hemorrhage. The uterus could be made to contract 
only very feebly, and after the manual removal of 
the placenta, and as much of the membranes as pos- 
sible, the cavity was packed with sterile gauze. The 
patient was exsanguinated and it required all the 
arts at my command to bring about a reaction. 
Within a few days the patient had recovered from 
the effect of the hemorrhage and made a slow but 
satisfactory recovery. She has a uterus full of 
fibroids and is, in spite of the loss of her child and 
almost her own life, quite sure that I was wholly 
wrong in suggesting what seemed to her so serious 
an operation as Cesarian section. She is very for- 
tunate to escape with her life, even with the loss of 
her child, and it is reasonable to suppose that both 
lives might have been saved if the operation of Ce- 
sarian section had been performed. 


Case II.—This case occurred in my service at the 
Manhattan Maternity Hospital and resulted fatally 
for mother and child. Mrs. H., para I, 38 years old, 
family history negative; was admitted July 6, 1906, 
in the ninth month of her pregnancy. Her general 
condition was good. Examination revealed a nor- 
mal condition except for the presence of numerous 
interstitial and subserous fibroids. There was a ver- 
tex presentation in the Loa position; external geni- 
tals and pelvis were normal. Careful examination 
resulted in the finding of the signs which pointed 
towards a placenta previa, and in support of this the 
history showed that the patient had had a slight 
hemorrhage on November 5, a second hemorrhage 
on January I, a slighter one, not profuse, and lasting 
only a few hours. No treatment had been resorted 
to except to put the patient to bed and keep her 
quiet. This patient was seized with a profuse uterine 
hemorrhage on January 13, and manual dilatation 
assisted by incision of the cervix was resorted to 
and the child delivered alive but very anemic. The 
membranes were adherent and were removed with 
very great difficulty because of the irregularity of 
the cavity, and the uterus was packed with sterile 
gauze. The incisions in the cervix were repaired as 
well as those in the perineum. This patient devel- 
oped a rapid rise of temperature, the following day 
it reaching 104.4, with a pulse of 150, and on Jan- 
uary 15, 48 hours after delivery, she died. The child 
died the following day. 

Case III.—E. M., aged 39, para I; multiple 
fibroids, small. Patient in labor 72 hours; pains 
weak and irregular; constant oozing throughout 
labor ; manual dilatation ; high forceps ; profuse post 
partum hemorrhage ; uterus packed ; puerperium un- 
eventful; involution somewhat slow; on discharge, 
fibroids could hardly be felt. 

Case IV.—A. H., para IV; aged 32; abortion at 
three months, this being her second abortion ; bleed- 
ing through both pregnancies ; small fibroids on the 
posterior uterine wall. 

Case V.—A. F., LOA, 19 hours and 57 min. in 
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labor. Fibroid size of an orange on posterior wall; 
placenta and membrane tightly adherent; manual 
extraction. Profuse hemorrhage, uterus packed; 
puerperium normal. Post partum fibroid could be 
distinguished with difficulty at time of discharge, 
three weeks later. 


Case VI.—E. W., para XI; aged 39, small mul- 
tiple fibroids; breech; labor five hours; adherent 
placenta with manual extraction. Profuse post 
partum hemorrhage ; usual treatment ; normal puer- 
perium. Never had had any miscarriages. 


Case VII.—C. F., para II; aged 28, small mul- 
tiple fibroids; irregular bleeding throughout preg- 
nancy, with frequent attempts to go into labor in 
the last three months; each time seen by member 
of the staff and treated. In labor 17 hours and 20 
minutes; hemorrhage profuse; placenta and mem- 
branes firmly adherent, and removed manually. 
Uterus packed, puerperium normal. 

Case VIII.—M. W., para III; aged 35, multiple 
fibroids. Two previous abortions at two and five 
months respectively. eclampsia; accouchement 
forcé; manual extraction of adherent placenta and 
thembranes on account of the profuse hemorrhage. 
Death of mother six hours later. 


Case IX.—A. S., aged 34, para X; two miscar- 
riages, multiple fibroids; eclampsia; death of 
mother. 

By reference to these cases it will be seen that, in 
eight of the ten cases occurring in the service at the 
Manhattan Maternity Hospital, complicated by uter- 
ine fibroids, very serious complications followed, In 
three of them the life of the mother was lost and in 
addition to that, the life of the child in two cases. 
These women, after being admitted to the hospital, 
were in as good condition as it was possible for 
women to be about to be delivered. There was pres- 
ent always a resident physician, thoroughly compe- 
tent to observe all conditions and well equipped to 
carry the patient through any contingency that 
might arise. He had at his command a competent 
staff of assistants and nurses, so that in all proba- 
bility these women were under better conditions 
than the average patient in private practice. I] men- 
tion this because it might be suggested that these 
hospital cases differ from those cases which we see 
in private practice. The only difference, to my mind, 
is that their chances for recovery are better than 
those in private practice in the hands of the best of 
us, because, as I have said, they have always at hand 
competent people to meet any emergency that may 


arise, 

In addition to these results, which seem to me 
startling, occurring in cases which have gone to 
term carrying uterine fibromata, we find in this list 
three cases which had from one to three abortions 
prior to the pregnancy which brought them to the 


hospital. I want here to report a case occurring in 
my service at Bellevue Hospital: 


Case X.—E. F., aged 33, married 11 years; five 
pregnancies. Family history negative. Previous his- 
tory and menstrual history unimportant. Her five 
children were born in normal labors at full term 
without complications or sequela of any kind. For 
six weeks prior to admission to the hospital the pa- 
tient had been troubled with dull, aching pain in the 
right lower quadrant of the abdomen. The pain 
had been dull, continuous ; at times sharp and shoot- 
ing, worse on working and walking. Two days be- 
fore admission the patient was seized, while scrub- 
bing, with a sudden severe pain in the right lower 
quadrant of the abdomen, followed by an unusual 
nausea and vomiting. Dull pain and tenderness has 
persisted ever since. Physical examination reveals 
a mass on the right side of the pelvis extending up- 
wards to the anterior surface of the liver and pro- 
jecting beyond the median line, with great tender- 
ness of the abdomen and marked tympanites. Vag- 
inal examination reveals a tumor crowded well down 
into the pelvis, about the size of a fifth month preg- 
nancy. Patient’s temperature 103, pulse 124, respir- 
ation 34. History points towards a pregnancy about 
the fifth month. This, in addition to the sudden on- 
set of the pain and the marked symptoms which ac- 
companied it, together with the physical signs which 
I have related, led me to suspect an ovarian cyst 
with a twisted pedicle, complicating the four or five 
months’ pregnancy ; although the patient had been 
sent to me by the physician who had charge of her, 
as a case of acute suppurative appendicitis. I opened 
the abdomen at once and discovered a tumor twice 
the size of the fetal head, lying above the uterus, the 
uterus the size of a five months’ pregnancy being 
crowded down into the pelvis and the tumor reach- 
ing up to the under surface of the liver and being 
almost of the same color and consistency as the liver 
itself. This tumor was adherent to all the surround- 
ing parts by reason of an acute peritonitis existing 
at that time. When it was separated it was found 
to be a pedunculated fibroid twice the size of a fetal 
head, with a small pedicle not larger than the thick- 
ness of the thumb, in which there were two distinct 
twists. The circulation was completely shut off by 
the twisting of the pedicle. A ligature was placed 
about the pedicle and the tumor removed. The wo- 
man aborted the second day after operation, the 
fetus being about the fifth month of pregnancy. 
Placenta and membranes were removed and uterus 
was packed with sterile gauze. The patient made an 
excellent recovery and at the end of a month was 
discharged as cured. 


In commenting on this last case, which is some- 
what different from those presented before, and 
which was presented for the purpose of permitting 
this suggestion, it would seem absolutely clear that 
if this patient had been in the hands of some one 
who had discovered the presence of this uterine 
fibroma, and who might have secured an abdominal 
operation and its removal, in all probability she 
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would have gone to term without any difficulty, as 
the tumor lay above the uterus and was freely mova- 
ble, and attached by a very small pedicle. The con- 
templation of such disastrous results in labor as we 
have seen in the cases which I have reported here, 
and which we can without doubt, charge to the pres- 
ence of the uterine myomata, brings before us the 
question as to what is best to be done as a pro- 
phylactic measure against such serious and frequent- 
ly fatal results. While I believe that ] have at times 


fibromata which would in all probability interfere 
seriously with the delivery of the child at term, and 
which it would seem could not be removed without 
great danger to the mother, to remove the uterus 
and its contents by means of hysterectomy. Now in 
view of the large number of women who do go to 
term with uterine fibroids and who are successfully 
delivered in spite of this condition, this might seem 
like an extremely radical suggestion, but the results 
which have been obtained by competent operators, as 


Fig. 1. Mrs. R. B. T. The Pregnant Uterus with Tumor in Situ. 


seen some benefit from the persistent use of the 
animal extracts in the treatment of uterine fibroids 
in non-pregnant cases, I have seen absolutely no 
benefit where I have employed them in this condi- 
tion during pregnancy. I am therefore forced to 
the conclusion that if anything is to be done to pre- 
vent the development of such results as I have stated 
here that it must be of a surgical nature, and I per- 
sonally have reached the conclusion that it would 
be a wise thing, in practically every case of uterine 
fibroids, to make early in pregnancy an exploratory 
incision and, if it were possible, to remove these 
fibroids by tying off pedunculated tumors, or by 
inyomectomy. And if the tumors were so situated 
as to probably result in the development of large 


quoted by Edgar and Williams and other obstetri- 
cians, in myomectomies in pregnancy, together with 
my own experience along this line, lead me to be- 
lieve that in a large number of cases, the fibromata 
can be removed speedily and successfully by means 
of myomectomy without danger to the mother, and 
in a large percentage of cases, without serious dan- 
ger of interference with the pregnancy. I have re- 
cently resorted to this procedure in three cases with 
the most gratifying results ; two of these cases were 
multiple subserous and small interstitial fibroids 
from the size of a pigeon’s egg down to the size of 
a small marble. In one case I removed four lying 
along the posterior and superior aspect of the uterus 
in a case of pregnancy of three months’ duration; 
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in another case I removed five, four of them being 
simple subserous fibromata easily shelled out 
through a very small opening in the peritoneum, the 
tumors themselves no larger than the end of the 
thumb, with the exception of one the size of a hen’s 
egg in the posterior face of the uterus and involving 
considerable depth in the uterine wall. This was re- 
moved and required five catgut sutures to close the 
opening. These women have not yet been delivered, 
but their pregnancies have certainly not been inter- 


as profuse as they were in early menstrual life. An 
examination revealed a small tumor on the right side 
of the anterior face of the uterus which moved with 
the uterus, but was apparently closely attached to it. 
I believed it to be a small interstitial uterine fibroid. 
She was in a delicate condition, and while I believed 
she ought to be operated upon, it seemed that she 
ought to be put on some plan of treatment to im- 
prove her general health before operation was re- 
sorted to. I saw her several times during the next 
month ; she had improved some, and from that time 
did not return to my office until September. She 


Fig. 2. Mrs. R. B. T. 


fered with by the procedure, and they seem to be 
progressing satisfactorily, three months having now 
gone by since the operations. 

The final case which I desire to present in support 
of this argument is one referred to me by Dr. 
Charles A. Knight, of Peekskill. Following is his 
report of the case: 


“Mrs. R. B. T., aged 32; menstruation began at 
12, always regular, and for about ten years, no pain. 
After that she had pain at her menstrual periods 
with hysterical attacks and general ill health. She 
first consulted me July 17, 1906; she had some pain 
in her right side, was extremely nervous, thin and 
badly nourished, and apparently in general ill 
health. She gave a history of profuse menstrual 
periods lasting twice the usual time and being twice 


Uterus After Removal of the’ Tumor. 


was considerably improved and expressed her belief 
that she was doing very well. Examination showed 
no increase in the size of the tumor. In October, a 
month later, she came again and said that she did 
not menstruate in September and that she believed 
she was pregnant. An examination showed an in- 
crease in the size of the uterus and a very marked 
increase in the size of the tumor, The patient lived 
in the country several miles from my office and I 
saw no more of her until the first of November, 
when I was called to see her and found her suffering 
from an attack of pelvic peritonitis. She was very 
ill for two weeks, when the inflammatory disturb- 
ance gradually subsided; she then consented to an 
operation. At this time her uterus had increased 
to the size of a three months’ pregnancy and the 
tumor had increased from the size of a lemon to the 
size of a small fetal head. She was suffering from 
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a great deal of pelvic pain and constant bearing 
down which she described as resembling her men- 
strual pain when she had had it. On December 5 
she was seen by Dr. Barrows and the operation was 
done at once. On opening the abdomen a large 
uterine fibroid was found springing from the ante- 
rior face of the uterus and being imbedded in the 
uterine wall so that it was evidently of the inter- 
stitial variety. Beneath this tumor and crowded 
down into the pelvis was a pregnant uterus at about 
the fifth month. It was first thought it would be 
best to remove the tumor and uterus together, but 


sarian section, being of about the size, and the inci- 
sion in the face of it corresponding practically to an 
incision in a Cesarian operation. Patient had on the 
day following the operation a slight uterine hemor- 
rhage and some pain. Morphin was used freely and 
the pain and hemorrhage ceased. There was never 
any rise of temperature or any other unpleasant 
symptoms and the patient returned to her home in 
four weeks after the operation, well. I saw no more 
of her until May 5, 1907, when I was called to at- 
tend her in labor. She had a normal labor of six 
hours and was delivered without any assistance of 


Fig. 3. Mrs. R. B. T. Uterus After Closure of the Incision. 


the tumor was obstructing the field of operation so 
much that Dr. Barrows brought it upward with the 
idea of removing it first, simply for the purpose of 
facilitating the subsequent removal of the uterus. It 
was then found that the tumor could be shelled out 
from the anterior wall of the uterus, with compara- 
tive ease, there being very little hemorrhage and 
this procedure was adopted. It was a fibromyoma 
of good firm consistency, not of the soft myomatous 
type, and weighed, as was determined subsequently, 
9% pounds, being the size of a human head. This 
left in the anterior face of the uterus a space of 
about 4 x 5 inches which went well down to the fetal 
envelope. The hemorrhage was checked easily by a 
few catgut ligatures and the wound was brought to- 
gether by eight sutures of chromicized gut. After 
the operation was completed the uterus looked not 
unlike a uterus which had been subjected to a Ce- 


an eight pound living child. Her recovery was per- 
fect and she is now in excellent health. Her gen- 
eral nervous symptoms have disappeared and her 
health and strength have been restored.” 


This case of Dr. Knight’s, I think, ought to fur- 
nish us a lesson that is worth considering, and I 
may say that I was led into this operation practically 
by chance. I was amazed at the ease with which 
this tumor was shelled out of the anterior face of 
the pregnant uterus and at the very small amount of 
bleeding which followed its extraction and I was, of 
course enormously pleased by the final result which 
Dr. Knight has reported to me. 

Now the question of recommending such a pro- 
cedure as this has in its favor, of course, to begin 
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with, the saving of a human life, and in the second 
place, the rapid and prompt recovery of the mother 
and the general restoration of this woman’s good 
health with all her organs intact. 

The one objection which might be raised to this 
extensive myomectomy during pregnancy would 
seem to me to be a question as to whether there 
might not be some serious danger of a separation 
of the uterine wound at the time of delivery, but 
I see no reason myself why wounds made in the 
uterine wall should not be as firm as those made in 
other structures and I really believe this would be 
a poor argument to offset so brilliant a result as 
was achieved in this case. 

I offer this, then, with the hope that it may elicit 
a discussion which may crystallize in my mind my 
rather uncertain theories as to the proper course to 
be pursued when we come upon a case of preg- 
nancy complicated by uterine fibroids. 

8 West 36TH STREET. 


BLOOD EXAMINATION IN SURGICAL 
DIAGNOSIS. A PRACTICAL STUDY 
OF ITS SCOPE AND TECHNIC. 


Ira S. Wie, M.D., 
NEW YORK CITY. 


(Continued from the March Number.) 
Acute hemorrhagic pan- 
creatitis is often concealed 
by a general sepsis or gan- 
grenous process, before di- 
agnosis is certain. An anemia is, therefore, almost 
always present. The hemoglobin may be reduced to 
25% and the red corpuscles fall to 1,500,000 in se- 
vere cases. The reduction of both corpuscles and 
hemoglobin may be merely that of a moderate chlo- 
rotic type of anemia. Leucocytosis is always pres- 
ent and averages about 20,000. The polynuclear 
neutrophilic leucocytes are relatively increased. ~ 
CHRONIC This condition causes no abnor- 
PANCREATITIS mal alterations in the blood picture. 
Pancreatic cysts produce no ef- 
Cysts OF THE fect upcn the blood unless infection 
PANCREAS takes place, inflammation arises, or 

malignant changes occur. 
The blood in pancreatic calculus de- 
PANCREATIC pends upon the pathological processes 
LitH1asis _ incited by the presence of the stone. 
If no ulceration or suppuration occurs, 
the blood picture is unaltered. 

The lack of anemia in acute 
Acute gastritis is at times an important 
factor in diagnosis from ulcer 


AcuUTE HEMORRHAGIC 
PANCREATITIS 


or carcinoma of the stomach. Moderate leucocyto- 
sis is frequently present. 


Severe types of anemia are 

Curonic GastRITIS common in chronic gastritis. 

An absence of leucocytosis is 

valuable in ruling out carcinoma. Confusion may 

arise occasionally because of an absence of the nor- 
mal digestion leucocytosis. 


Anemia of moderate and 
severe types are present in 
cases of gastric or duodenal 
ulcer, despite an apparently 
healthy appearance of the patients. In fully 80% 
of this type of cases, the hemoglobin is below 60%. 
The red corpuscles average 3,500,000. Because of 
repeated hemorrhages, the red corpuscles may be 
reduced to lower figures than arise in carcinoma 
ventriculi, The blood becomes very deficient in red 
corpuscles after a copious hemorrhage. Normo- 
blasts, poikilocytes, microcytes and similar forms 
noted in a blood crisis may abound. After a hemor- 
rhage, a moderate leucocytosis is induced. If a 
perforation occurs, the leucocytes increase rapidly 
and may reach high proportions (40,000). A di- 
gestion leucocytosis is present. In the interval be- 
tween hemorrhages, the blood picture returns to the 
normal type and the leucocytosis disappears. 
CHRONIC Leucocytosis is unusual in uncom- 
DIARRHEA plicated chronic diarrhea. 


Gastric ULCER 
DUODENAL ULCER 


The degree of anemia in acute 
nephritis varies greatly according to 
the amount of hemorrhagic transuda- 
tion. The blood may approach the 
pernicious anemia type. The red corpuscles may 
be reduced to 1,000,000. Leucocytosis is slight and 
varies directly with the amount of blood lost 
through the kidneys. Uremia may cause leucocy- 
tosis. 


ACUTE 
NEPHRITIS 


Despite the pallor frequently present 
Curonic in chronic nephritis, the anemia is not 
Nepuritis of the severest type. The hemoglobin 
principally is reduced while the loss of 
red corpuscles may not be especially marked. As 
previously noted, leucocytosis is a common symp- 
tom of uremia. In chronic nephritis, however, leu- 
cocytosis is by no means uncommon when uremia 
is apparently not impending. Renal asthma is not 
accompanied by an eosinophilia such as character- 
izes bronchial asthma. 


There are no blood alterations attrib- 

MovasLE utable to movable kidney. This fact is 

Kipney valuable in differential diagnosis to ex- 
clude abscess or malignant growths. 


we 
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There are no blood variations 
HyDRONEPHROSIS due to hydronephrosis. When 
PYONEPHROSIS secondary infection occurs and 
PERINEPHRITIC pyonephrosis results, leucocytosis 
ABSCESS ensues. The total leucocyte 
count may not be higher than 1o,- 
000. When the leucocyte count is low, a relative 
increase of the polynuclear neutrophiles bespeaks 
the suppurating process. Perinephritic abscess 
gives no blood picture differentiating it from pyo- 
nephrosis. 
In simple renal calculus or 
RENAL CALCULUs gravel, there is no letcocytosis. 
Leucocytosis depends upon the 
degree of ulceration caused by the moving or ob- 
structive calculus. 
Biliary colic as a rule presents no 
GALL-sTONES leucocytosis. Blood examination 
CHOLEcyYSsTITIS fails to differentiate biliary colic 
and renal colic. Mild leucocytosis, 
up to 15,000, at times accompanies biliary colic, ow- 
ing to traumatism or inflammatory changes in the 
tissues injured directly or indirectly by the gall- 
stone or stones. If the calculus becomes lodged in 
the common bile duct and cholangitis develops, the 
leucocytes increase to 10,000 to 20,000. Colecystitis 
induces a leucocytosis of 20,000 to 30,000. Acute 
cholecystitis may yield a leucocytosis of 65,000. 
Icterus in itself is merely a symptom. 
IctERusS Icteric conditions are characterized by an 
increase in the time required for blood 
coagulation. The lessened coagulability of the 
blood must be considered in operative procedures 
upon icteric patients. The presence of biliary mat- 
ter in the blood causes no other change in the blood 
picture. The underlying cause of the jaundice must 
be sought in considering the effect of jaundice on 
the blood. There is no leucocytosis unless produced 
by the lesion which causes the jaundice, e. g., em- 
pyema or carcinoma of the gall-bladder. Hemo- 
globin estimations are unreliable as the presence of 
bile in the blood obscures all color tests for hemo- 
globin. 
Hypertrophic and atrophic cirrhosis 
Hepatic of the liver are practically negative in 
CrrrHosis hematological evidence. *There may be 
a varying degree of anemia. The leu- 
cocytes are increased after a hemorrhage. In hy- 
pertrophic cirrhosis the leucocytes seldom exceed 
12,000. 
In hydatids of the liver a marked 
HypaTips OF leucocytosis develops. The more 
THE Liver valuable feature is the prominent 
eosinophilia. The eosinophiles are 


relatively increased and may reach 60%. The baso- 
philes are frequently increased and may rise to 3%. 
The polynuclear neutrophiles are relatively de- 
creased. 
Seventy-five per cent. of cases of 
LivER ABScEss liver abscess exhibit leucocytosis. 
The leticocytosis is usually over 18,- 
000. No other affection of the liver induces as high 
a leucocytosis as is called forth by an abscess. The 
more acute the abscess, the higher is the total leu- 
cocyte count. In chronic abscesses the leucocytosis 
may not be absolute but relative and of the poly- 
nuclear neutrophilic type. 
The blood condition in chloroma re- 
CHLoROMA sembles that existing in lymphatic leu- 
kemia. There is a pronounced anemia 
and lymphocytosis. The anemia varies greatly 
from the chlorotic type to the severest form of the 
pernicious anemia type. Leucocytosis is high. Early 
in the disease the leucocytes are increased to 20,000 
-30,000. As the condition progresses the leucocytes 
increase to between 100,000 and 300,000. The 
small lymphocytes are relatively and absolutely in- 
creased. Very rarely there is relative and abso- 
lute lymphocytosis without increase of the leucocyte 
count. 
The blood condition is a very 
TRICHINIASIS prominent and valuable symptom in 
trichiniasis. There is a marked leu- 
cocytosis which may reach 50,000. The diagnostic 
feature is the eosinophilia which appears to be al- 
most constantly present in trichiniasis. The eosino- 
philic leucocytes may increase to 70% of the total. 
Following severe burns of the second 
Burns and third degree polycythemia develops. 
The red corpuscles increase up to 5,000,- 
000 to 10,000,000. At the same time a severe leu- 
cocytosis supervenes. In burns which are likely to 
possess a favorable prognosis, the leucocytes in- 
crease to 30,000 or even 40,000. In burns destined 
to be fatal the leucocytes rise above 50,000. There 
is a relative increase of the polynuclear neutrophiles. 
The blood alterations following 
SPLENECTOMY splenectomy differ from the blood 
changes due to operations per se. 
The hemoglobin and red corpuscles are both dimin- 
ished, but to a lower degree than can be accounted 
for by the operation and the hemorrhage incidental 
to it. The post-operative blood regeneration is very 
slow. One to three months are required before the 
red blood corpuscles return to normal. The hemo- 
globin is especially slow in reaching the percentage 
determined previous to operation. The post-opera- 
tive leucocytosis is unusually high, averaging 30,- 
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000. The leucocytes may reach 75,000. The poly- 

nuclear neutrophiles are increased, and may reach 

95% of the leucocytes. The leucocytosis does not 

fall immediately but persists for one or two months. 
(To be concluded) 


THE EARLY RESTORATION OF FUNCTION 
AFTER EXCISION OF THE TUBERCU- 
LOUS ELBOW JOINT.* 

GILBERT GEOFFREY CoTtTAM, M.D., 

ROCK RAPIDS, IOWA, 


Some months ago I found myself confronted 
with the problem of dealing with a case of tubercu- 
losis of the capitulum humeri with ankylosis of the 
elbow joint, the circumstances of the patient requir- 
ing the earliest possible return of the joint to func- 
tional usefulness. Failing to receive any. encour- 
agement from a fair trial of the usual conservative 
measures, I decided to wait no longer, but pro- 
ceeded to excise the elbow through Kocher’s in- 
cision, immobilizing the arm in plaster of Paris in 
full extension, in the angle of deflection, for a 
period of three weeks, after which active movement 
to the fullest extent was both permitted and encour- 
aged, with the result that the patient, a young farm 
laborer, was able from the eighth week after the 
operation to do the full work of his occupation. 

This is but one case, yet it forces me to wonder, 
as I look back upon it, whether by revising our ac- 
cepted ideas upon the excision question along lines 
somewhat similar to those just outlined, we could 
not succeed in making such results the rule rather 
than the exception, with commensurately great ad- 
vantage to a peculiarly unfortunate class of patients, 
Tuberculous diseases of the elbow as in other parts 
of the body, is most common among the ill-nour- 
ished, the poorly housed and the imperfectly clad, 
the neediest element of every community, and com- 
posed of those who particularly require the unim- 
paired use of their physical equipment to aid them 
in their struggle for existence; and the prolonged 
deprivation of this physical capacity, either by the 
disease or by its remedy, is a serious matter both 
for the individual and for society at large. To ‘be 
able to lessen the period of inactivity from months 
or years to a matter of a few weeks at most, and 
discharge the patient with a useful arm in the ma- 
jority of instances, would be a most desirable state 
of affairs, and the possibility of it encouraged me to 
dwell briefly upon the salient points involved. 

In the first place I think that in the past we have 


* Read at the 17th annual meeting of the Western Surgical and 
Gynecological Association, St. Louis, December, 30 and $1, 1907. 


been a little too prone to procrastinate; to resort to 
excision long after it has become plainly apparent 
that all other means have failed and when not only 
the osseous tissues, but also the surrounding soft 
parts have undergone such pathological change as 
to seriously impair their functional activity. To 
expect good joint action after excision in such cases 
is manifestly unreasonable and the logical corollary 
is that to ensure good functional return we must 
operate early, at least as soon as the disease is defi- 
nitely recognized and has failed to be arrested by a 
reasonable amount of so-called conservative treat- 
ment, 

Again, we must abandon obsolete methods of 
operating, which take no thought of important mus- 
cles and nerves. Most writers seem to believe and 
teach that flail joints after excision are due to the 
removal of too much bone, but I venture to sug- 
gest that they are almost always of a paralytic na- 
ture, due to the division of nerves or muscles. It is 
certainly not from the loss of bone when such cases 
occur as that of Dennis’, who reports a competent 
joint after removal of four inches of the lower end 
of the humerus. I urge, therefore, that the methods 
of v. Langenbeck, Ollier, Chassaignac, Park, Vogt, 
Hueter and Moreau, while useful in their day, be 
now relegated to the pages of history. In Kocher’s 
we have an incision which is peculiarly well adapted 
to favoring the early return of function since it is 
planned to avoid injury to all soft structures that 
are essential to the integrity of the joint. 

Again, the extended position offers several dis- 
tinct advantages. It allows the widest possible 
separation of the sawn ends, so that the arm can be 
immobilized for a considerable period without risk 
of bony ankylosis. Jacobson wisely decries early 
passive motion, in the following words: “If the sur- 
geon pictures to himself what is going on under the 
skin he will recognize that every time early passive 
movements are practised, the uniting structures, as 
yet richly cellular with vessels or embryonic tissue, 
are injured, and fresh exudation and hemorrhage 
follow, which much all be absorbed or organized.’ 
In the extended position the weight of the forearm 
tends constantly to maintain the proper distance 
between the ends of the bones, while the flexed posi- 
tion has the opposite effect. In the extended -posi- 
tion, the carrying angle can and should be main- 
tained, not only during the period of immobiliza- 
tion, but thereafter whenever the arm is not in use, 
by the adaptation of a light, strong appliance at the 
elbow. In this way the joint is trained, so to speak, 
in a useful position. 


“1 Annals of Surgery, vol. xxviii, page 256. 
2 Operations of Surgery, vol. i, page 91. 
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Concluding, I would emphasize these points: 

I. Early operation, 7, e., as soon as it is reason- 
ably certain that the disease is present and is not 
yielding to conservative treatment ; 

2. Choice of a method that preserves the integ- 
rity of all important nerves and muscles: 

3. Removal of sufficient bone to ensure free 
mobility ; 

4. Immobilization in the extended position, with 
maintenance of the carrying angle; 

5. Active motion at the end of three weeks. 


TREATMENT OF THE BLADDER AFTER 
SUPRAPUBIC CYSTOTOMY FOR STONE.* 


S. GotpsmitH, M.D., 
ATLANTA, GA, 


The surgery of the bladder and prostate gland 
has within the past decade enjoyed such satisfactory 
progress that operative methods are being reduced 
to general rules of simplicity of technic, and the 
recognition of certain physical conditions which de- 
termine the course to pursue. In no other branch 
of surgical endeavor has a greater change of prac- 
tice occurred than in that of dealing with vesical 
calculus. The days of the lithotrite and of perineal 
lithotrity are happily passed, and instead the simple, 
safe and quickly executed suprapubic operation is 
now universally in vogue. 

The operations for calculi in the kidney and gall- 
bladder demand an after-treatment based on the 
rational ground of thorough open wound drainage, 
the importance of which is apparent as a surgical 
necessity and is emphasized by the danger of recur- 
rence of-the condition. It is my desire to submit 
the result of my work on these lines, and, in so 
doing, I do not put forth the claim of priority or 
originality. 

The principles governing the treatment of the 
bladder after suprapubic cystotomy are: 

First: The immediate and complete closure of the 
bladder and abdominal wound; and, 

Second: The institution of urethral retention ca- 
theter drainage. 

A series of external urethrotomy cases, in which 
the retention catheter method was used, following 
the closure of the perineal incision, convinced me 
of its efficacy and of the tolerance of the bladder 
to these unusual conditions. That an interruption 
of the muscular continuity of the bladder wall re- 
sults in a serious interference with the functions of 
the organ is a well known fact, and the prompt re- 


* Read before the Southern Surgical and Gynecological Associa- 
tion, at New Orleans, December, 1907. 


sumption of function is demonstrated following im- 
mediate wound closure and after having established 
effective drainage for & period of forty-eight to 
sixty hours. Perfect urethral drainage is such a ne- 
cessity that failure in securing successful results 
are attributed to some imperfections of this im- 
portant factor of treatment. Again, some hesitancy 
may obtain concerning the propriety of suturing in- 
discriminate bladder wounds. It would be difficult 
to conceive of a normal bladder which contained a 
calculus. Structural changes of the mucous mem- 
brane and hypertrophy of the muscular coat are al- 
ways present, and not infrequently the ureters and 
kidneys are involved; but none of these circum- 
stances must influence us in determining that the 
bladder should not be closed. 

If non-union occurs (note that I do not use the 
term leakage), the situation is, in the face of such 
sequele, much more surgical than if no such at- 
tempt were made to suture the wound. 


To those of us who have treated the bladder by 
both methods, 7, e., the suprapubic drainage and the 
urethral catheter drainage, I would direct attention 
to the conditions which surround the first method. 
The posture of the patient renders impossible the 
satisfactory emptying of the bladder. However 
complete the siphonage principle may be carried 
out, it requires persistent cooperation on the part 
of the patient and unceasing watchfulness by expe- 
rienced attendants. The slightest interruption of 
detail with this rather elaborate apparatus, or even 
the most simple device, results in disarrangement 
and soiling of dressings and increases the danger 
of wound infection and abdominal complications. 
The urinary fistula, which always succeeds this 
treatment, is a source of much anxiety to the sur- 
geon andthe patient, as its ultimate closure is a 
matter of vague speculation. The cicatrix result- 
ing from a suprapubic fistula is a constant menace 
to the integrity of the bladder in that an inelastic 
artificial ligament anchors the fundus in a more or 
less fixed position, thereby destroying the sym- 
metry and muscular rhythm so essential to perfect 
functional activity. 

The preliminary treatment of these cases con- 
sists in the employment of such local and constitu- 
tional medication as seems indicated for each indi- 
vidual. In persons from south Georgia and Florida 
large doses of quinin are administered for several 
days before operation, which fortifies the patient 
against a probable attack of malaria, and, at the 
same time, minimizes the danger of the so-called 
urethral chill. I unhesitatingly condemn the ex- 
treme distention of the bladder with fluids, or air, 
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or efforts to elevate it by rectal pressure. The 
great majority of these bladders are contracted 
with thickened coats, and are unfit to receive and 
sustain the strain of a variable and unknown intra- 
vesical pressure. A careful dissection cannot fail 
to bring the organ sufficiently into view to grasp it 
with tenacula and secure such fixation as will per- 
mit of a clean-cut incision sufficiently large to easily 
extract the stone. 

Large stones cannot be removed through small 
incisions without seriously macerating the mucous 
membrane and other coats and leaving a ragged, 
lacerated suture line altogether unsurgical in char- 
acter and encouraging tissue necrosis with eventu- 
ally bad results. Upon the removal of the foreign 
body the wound is protected with gauze, the pa- 
tient turned upon his side, and the bladder thor- 
oughly irrigated through a urethral catheter. The 
wound is closed tight with interrupted silk sutures 
introduced down to but not including the mucous 
membrane. The abdominal incision is closed with 
small chromic catgut; and cotton and collodion 
are applied. Elaborate abdominal dressings are not 
used for the reason that they serve no purpose other 
than to interfere with the freedom of the patient 
in turning from side to side, the importance of 
which admits of no question. 

If the patient has a stricture it is cut, and, if 
necessary, physical conditions being favorable, an 
external urethrotomy may be done. The urethro- 
tomies are considered collateral parts of the after- 
treatment. A large soft rubber catheter is then in- 
troduced through the urethra to the bladder and 
held firmly in position by adhesive strips placed on 
and around the penis. 

In the event of an external urethrotomy, this 
wound is closed with silkworm-gut sutures, and I 
have the satisfaction of knowing that the large 
catheter, which snugly fills the urethra, is the means 
of not only accomplishing drainage, but continuing 
for the time effective urethral dilatation. 

The retention catheter remains in this position 
as long as circumstances indicate. I have removed 
it in forty-eight hours without wound leakage and 
with complete return of vesical function, Six or 
seven days usually should elapse before withdraw- 


ing it. Daily irrigations with some bland solution 


is urged, as not only the inflammatory conditions 
are thus improved, but the intravesical portion of 
the catheter is kept clean and this prevents fouling 
by the urinary salts, which would otherwise be de- 
posited in great quantities, rendering removal of 
the catheter both painful and dangerous. 

In adults, and particularly men of middle age, 


posture is a most important detail. Frequent change 
of position stimulates urinary secretions, prevents 
puddling of urine, and insures a clean, collapsed 
cavity which at once begins a regeneration of ex- 
hausted anatomic and physiologic vitality. The 
semi-erect, and finally the erect, position is rapidly 
assumed, and every effort is directed along the line 
of forced recuperation and rapid convalescence. 


GASTROENTEROSTOMY. 
Joun Darrincton, M.D. 
YAZOO CITY, MISS. 


Operations upon the ovaries and tubes, the vermi- 
form appendix and the gall-bladder have been thor- 
oughly discussed, and the best operative procedures 
in the various diseases of these organs have 
reached a fairly firm footing. The operative treat- 
ment of stomach diseases, however, is a new field, 
but no less important, and is well worth our most 
careful consideration. When we remember that 
elective stomach surgery is only a few years old, 
and that the best work has been done during the 
past year, and that by only a few operators, we can 
readily understand why the majority of physicians 
are not impressed with the surgical possibilities 
in this class of cases and are not advising their pa- 
tients to seek surgical relief. 

It is now a well-established fact that good drain- 
age of the stomach by one of several methods re- 
cently devised is the only proper treatment for 
chronic ulcer of the stomach or duodenum, for ad- 
hesions or contractions of the stomach that interfere 
with digestion, or for any condition about the py- 
lorus which prevents the stomach’s contents from 
passing readily into the intestine. It is also advised 
as a life-saving measure in cases of repeated hem- 
orrhages in acute ulcer of the stomach, and as a 
palliative treatment in inoperable malignant condi- 
tions. I know of nothing more hopeless than a pa- 
tient with an advanced cancer of the stomach, and 
we should keep constantly in mind the fact that 
cancer is on the increase, and that the greatest in- 
crease has occurred in the stomach; in fact, it is 
estimated that over thirty per cent. of all cancers 
develop in this organ; and it is also a well-estab- 
lished fact that a large per cent. of the cancers of 
the stomach show that they have been engrafted on 
an old ulcer; so we can readily see that when we 
cure a patient of chronic ulcer, we not only have 
given him relief from a very distressing condition, 
which in itself is well worth the risk of an opera- 
tion, but we have reduced his chances of develop- 
ing a cancer, and that fact alone is an urgent appeal 
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to us for an early diagnosis and an early operation. 

There are several methods employed to secure 
drainage of the stomach. Finney’s pyloroplasty, on 
first thought, would seem to be the ideal operation, 
especially in stricture of the pylorus, as it simply 
enlarges the natural opening, but its field of useful- 
ness is confined to those cases in which the ulcer has 
healed and the stomach is not greatly dilated. Re- 
membering that nearly all ulcers occur in the pyloric 
end of the stomach, we can understand that, no 
matter how much we enlarge the pylorus, food must 
still pass over this ulcer-bearing area. If the stom- 
ach is greatly dilated, its muscular walls will prove 
unequal to the task of shoving the food up hill 
through the pyloric opening. 

The anterior gastroenterostomy was for years the 
usual operation, and while it is very easily per- 
formed, it has not given perfect satisfaction, and 
is being abandoned. The posterior gastroenteros- 
tomy, however, has given excellent results and is 
preferred by the operators best posted in this line 
of work. 

The two essential features in a gastroenterostomy 
are to have the opening in the stomach at the lowest 
point and to have the opening in the bowel as near 
the pylorus as possible, thus avoiding an intestinal 
loop, as we presume it is this loop that causes the 
regurgitation of bile into the stomach, producing 
what is known as the “vicious circle.” 

The posterior operation meets these conditions 
more perfectly than any other methods, and may 
briefly be described as follows: An incision of suf- 
ficient length is made in the median line, or through 
the right rectus muscle between the ensiform carti- 
lage and the umbilicus. The stomach, the trans- 
verse colon and the great omentum are drawn 
through the incision, turned up on the abdomen and 
covered with hot towels. If you have previously 
gently clamped the lowest portion of the anterior 
wall of the stomach with a pair of long-handled for- 
ceps, it will be of great assistance a little later in 
locating the lowest part of the posterior wall. A 
point in the transverse mesocolon is now selected 
and a hole punched in it with a pair of artery for- 
ceps, and this opening enlarged; now, by pressing 
gently on the handle of the forceps, previously 
clamped to the anterior wall, the posterior wall of 
the stomach is pushed into the opening in the meso- 
colon and drawn through, and a fold about three 
inches in length clamped by a pair of slightly curved 
forceps having rubber-covered blades; the same 
kind of forceps are now applied, in the same way, 
to the jejunum, as close under the transverse meso- 
colon is possible. It is well, at this stage of the op- 


eration, to return the stomach, colon and omentum 
to the abdominal cavity, as it reduces the chances 
of shock. The two pairs of forceps are now brought 
side by side and the field thoroughly protected by 
moist gauze. 

Three plans may now be employed in uniting the 
intestine and stomach: by suture; by a Murphy 
button; by the McGraw ligature. 

In using the suture method, the folds of the in- 
testine and stomach included in the clamps are 
brought together by a continuous linen suture, 
which includes only the serous and muscular coats, 
the thread being left six or eight inches long at the 
beginning and end of the suture line. An incision 
is now made in both the stomach and intestine about 
one-quarter of an inch from the linen suture, and 
the excess of mucous membrane that protrudes in 
the wound is cut away. A chronic catgut suture is 
now introduced through the entire thickness of the 
stomach and bowel wall, extending around the 
opening to the starting point. The parts are now 
thoroughly cleansed, the forceps removed, all ooz- 
ing checked, and the line of linen suture continued 
around in front of the anastomosis and tied to the 
original end which was left long for that purpose. 
The torn edges of the mesocolon are fastened by a 
few interrupted stitches to the stomach wall at or 
near the point of anastomosis. The field is again 
carefully sponged and the parts allowed to drop 
back; the great omentum is pulled down smooth, 
and the abdomen closed. 

In using the Murphy button, the operation is per- 
formed as just described, except that the anastomo- 
sis, of course, is made with the button, and a few 
stitches inserted to strengthen the union. The but- 
ton is easily introduced and makes an excellent 
opening, but it is sometimes retained in the stomach, 
and the union, in some cases, has given way. 

Dr. Ochsner, of Chicago, has had a large experi- 
ence with the McGraw ligature, and he is pleased 
with the results. It is as easily applied as the but- 
ton, and there is practically no danger from either 
leakage or infection. A line of linen suture is ap- 
plied, as described in the suture method. The needle 
carrying the elastic ligature is thrust through the 
wall of the stomach and brought out so as to in- 
clude about two or three inches of the stomach wall. 
If the stomach is greatly dilated, one should in- 
clude more tissue, fully three inches, so as to be 
sure of a good opening after contraction takes place. 
The needle then passes through the intestinal wall 
in the same manner and for about the same distance, 
and the ligature is drawn very tight and tied care- 
fully. The linen thread suture is then continued, 
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which brings the serous layer together entirely 
around the strangulated tissue. This rubber liga- 
ture will cut through and establish an opening in 
from five to seven days. 

I have not gone into special details regarding the 
technic of these three methods of making the anas- 
tomosis, for fear it would make the paper too long, 
but I do wish to impress upon you your duty and 
your responsibility in treating these chronic cases, 
termed “indigestion”, and to emphasize that brilliant 
as are the achievements of surgery, there are no re- 
sults that are more gratifying to both patient and 
surgeon than those of a gastroenterostomy in a 
properly selected case. 


MATAS’ OPERATION—REPORT OF FOUR 
CASES. 
Craic Barrow, M.D. 
SAVANNAH, GA. 


In reporting these four cases, I shall make no at- 
tempt to discuss the various steps leading up to 
this method of correcting aneurysm, for all know 
the idea and the earliest execution of the proce- 
dure were the work of Dr. Rudolph Matas, of New 
Orleans. 

In the past three years I have operated upon 
four cases, successfully performing two reconstruc- 
tive endoaneurysmorrhaphies, one obliterated, and 
failing in another. The last case was not a fair 
attempt, as the condition of the patient’s limb was 
such that the case was hopeless. It was a large 
ruptured popliteal aneurysm, with great passive 
congestion of the distal leg and foot. The ex- 
tremity was cold, showing no indication of col- 
lateral assistance. I did an obliterative operation. 
A few days later I was compelled to amputate, as 
gangrene had developed. The anterior and poste- 
rior tibial arteries were occluded to some littie ex- 
tent, and in my opinion this condition existed prior 
to my operative attempt. This case is mentioned 
on account of the occlusion of the arteries foilow- 
ing a ruptured aneurysm, for I am convinced that 
it was the prior interference in arterial circulation 
that caused this gangrene, and not the operation. 

Case I. N. L., aged 68, male. His past and 
family history gave no assistance. He had a large 
popliteal aneurysm of about six month’s duration, 
with swelling and edema of the distal leg. I oper- 
ated in May, 1904, using the usual technic sug- 
gested by Matas. In removing the fibrin from the 
wall of the aneurysmal sac I carefully left a dis- 
tinct strip in the bed of the current groove. I did 
this to prevent complete or partial obliteration. In 


sewing up I placed the small rubber catheter di- 
rectly over this strip of fibrin and saw that my 
deepest sutures made their intrasaccular exit just 
at this border. By this method I obtained unin- 
terrupted apposition of the denuded sac. When I 
tied the first tier of sutures I left the new chan- 
nel permanently open. The other sutures were 
placed as described by Matas. On the third day 
the edema had sufficiently disappeared to feel pul- 
sation at the ankle. The patient was under my 
observation from May 28, 1904, the day of opera- 
tion, until November 25, 1904. His leg regained 
its normal size, and he could flex and extend it. 
During November, 1904, he returned to his for- 
mer occupation and I did not see him again until 
August 2, 1905. The popliteal space was free 
from any signs of aneurysm; there were no pain, 
and no pulsation. He could flex the leg almost 
to a right angle to the thigh. On November 27, 
1905, he was still living and doing his work, but I 
failed to see him personally. Since then I have not 
been able to locate him or obtain any information 
as to his condition. 

Case II. H. B., aged 27; colored. Past and 
family history of no importance. Entered the 
hospital May 1, 1906. He claimed that he received 
an injury to the inner surface of the right thigh 
while in the employ of the Georgia Central Rail- © 
road, about the 25th day of March, 1906. On ex- 
amination, I found a large fusiform aneurysm of 
the right femoral artery. I operated exactly as in 
Case No. 1, but with much clearer results. In this 
case the sac measured from 4% to 5 inches from 
inlet to outlet. After closing the wound the Es- 
march constrictor was removed. Dr. Train reported 
perceptible pulsation of the ankle within two min- 
utes. The patient was put to bed. We then dis- 
tinctly felt pulsation in the popliteal space. He 
remained in the hospital until June 9, 1906. At this 
time aneurysmal symptoms were absent. There 
were no pain, no throbbing, and no pulsation at 
the old site; the leg and foot were normal, and 
there was distinct pulsation in the popliteal space 
and ankle. I saw him twice in the summer, with 
the same observation. This man brought suit 
against the Central of Georgia Railroad Company 
for damages. I was called as a witness and saw 
him in open court on January 4, 1907. Dr. EI- 
liott, the Chief Surgeon for the road, and I exam- 
ined his leg, finding the wound and the old site per- 
fect, and with ordinary pulsation at the ankle and 
behind the knee. He recovered no damages. 

Case III. C. L., aged 32, colored. He entered 
the hospital on May 25, 1906, with aneurysm of 
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the right femoral. I operated the following day, 
doing the obliterative intrasaccular operation. The 
reestablishing of the new canal could not have 
been done in this instance, as the sac walls were too 
thin and diseased. The result was equally as satis- 
factory as in the former two cases. In this instance 
I had the opportunity to observe the total absence 
of pulsaion in the popliteal space and at the ankle. 
He left the hospital on June 26, 1906, with perfect 
compensation, but no distal pulsation. 

Case IV. This case was the one referred to in 
the first part of this report, in which the attempt 
proved a failure. Yet, I must say again, that I am 
sure the gangrene was the result of the prior oc- 
clusion and was not caused by the obliteration of 
the sac. 

The reports of the surgeon performing the in- 
trasaccular suture operation are convincing to the 
effect that this method is by far the most satisfac- 
ory in treating peripheral aneurysm. From my 
small success with the reconstructive process, I feel 
thoroughly justified in attempting the same in cor- 
poral aneurysms, and I shall do so at my first op- 
portunity. The first two cases of this report were 
mentioned by Dr. Matas in his recent summary of 
all cases reported to him. 


CESAREAN SECTION; REPORT OF TWO 
CASES. 
E. J. Jounson, M. D., 
YAZOO CITY, MISS, 


The Cesarean operation embraces that surgical 
procedure by which means a child is removed from 
the uterus through an incision in the abdominal and 
uterine walls. It is given historical interest from 
the assertion that Julius Cesar came into the world 
by this means, and was named in commemoration 
of the manner in which he was delivered. How- 
ever, this is probably incorrect, since his mother 
lived several years after his birth and he was not 
the first of his name—mention being made of a 
priest named Cesar who lived several generations 
before. It is nearer the truth to believe that the 
operation had its origin in the old Roman law which 
decreed that all women dying in the last few weeks 
of pregnancy should have an operation performed, 
and this operation came to be known as the Cesarean 
operation. The history of Cesarean section may be 
made to cover three distinct epochs, that from the 
very earliest times to the beginning of the sixteenth 
century being the first period ; the second embracing 
the years between 1500 and 1876; and the third pe- 


riod from Porro’s operation in 1876 to the present 
time. 

The first authentic Cesarean section was probably 
done in 1610 by Trautman of Wittenberg. Prior to 
this it is very improbable that the operation was 
performed upon the living woman; and while many 
cases were reported, still their authenticity may be 
accepted with very reasonable doubt. In 1876 Porro 
did his operation of amputating the body of the 
uterus and stitching the stump into the lower angle 
of the abdominal wound, which was designed to pre- 
vent hemorrhage and sepsis. After the supravaginal 
amputation of the myomatous uterus became better 
perfected, the Porro operation was modified by cov- 
ering the stump with peritoneal flaps and dropping 
it back into the abdomen, with the occasional re- 
moval of the entire uterus in carcinomatous cases. 
Prior to 1882, the contraction and retraction of the 
uterus were depended upon to stop hemorrhage 
and close the incision in the womb. In this year 
Sanger called attention to the necessity of closing 
the uterine wound with sutures, and his was desig- 
nated the conservative operation, as opposed to the 
Porro or radical procedure. It revolutionized the 
Cesarean operation. 


The indications for the Cesarean section are either 
absolute or relative ; absolute when delivery per vias 
naturalis cannot be effected; and relative when a 
choice lies between premature labor, turning the 
child, craniotomy, forceps, etc. The indication may 
be said to be absolute when there is a living child 
in a flattened pelvis with a true conjugate diameter 
of two and five-eighths inches or less; a generally 
contracted pelvis of this diameter or less; or when 
the child is dead in a pelvis measuring one and three- 
fourths inches or less. The indication is relative 
and competes with craniotomy, turning, etc., when 
the least diameters governing these procedures are 
present in cases suited to the choice which is made. 
Deformities of the pelvic outlet offer indications for 
the Cesarean section, as well as deformities of the 
superior strait. A bisischial diameter of seven centi- 
meters is a positive indication for the operatiun. 
(The two cases to be reported were due to coxalgic 
pelves.) Uterine myomata in the lower segment, 
or ovarian or other tumors which cannot be reduced 
under anesthesia, may so block the passage-way as 
to demand Cesarean section. Cicatricial contraction 
of the cervix or vagina, together with rigidity due to 
carcinoma, are further indications for the operation. 
Under certain circumstances in eclampsia, Cesarean 
section may offer the easiest and the safest method 
for the removal of the child. 

In the performance of the operation the median 
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longitudinal incision is preferred, though Fritsch, 
in 1879, proposed opening the uterus through a 
transverse incision. This has no advantages over 
the median incision, while, on the other hand, the 
intestines and the omentum are more apt to become 
adherent to the transverce incision than to the longi- 
tudinal incision; and should infection occur, there 
is greater danger of its spreading to the general 
* peritoneal cavity. 

The advisability of sterilizing the woman at the 
Cesarean operation resolves itself into a considera- 
tion of the individual case and the judgment of the 
surgeon. Ordinarily the conservative Cesarean op- 
eration is most practiced, but the danger of infec- 
tion, hemorrhage from uterine atony, tumors in the 
uterus, and cases in which osteomalacia is the cause 
of pelvic deformities, demand a supravaginal hys- 
terectomy. Sterilization of the woman is best done 
by excision of the tubes, ligation of the proximal 
and and double ligature of the tubes with excision 
of the part between having proven unavailing. Re- 
moval of the ovaries in these cases may be attended 
by the slipping of the ligature, owing to the uterine 
retraction, in which case a fatal hemorrhage may re- 
sult. That sterilization should be a routine practice 
in Cesarean section is certainly open to question. 
There are many valid reasons for and against the 
procedure. After all, the surgeon will be largely 
governed by his experience and the exigencies of 
the individual case. 

In the earliest times the mortality attending the 
operation was frightful. With the steady advance- 
ment in aseptic technic, the mortality has gradually 
fallen from fifty and seventy-five per cent. to ten per 
cent. Several factors influence the death rate, as 
perfect aseptic technic, hygienic surroundings, the 
condition of the patient, the progress of the labor at 
the time of the operation and the skill of the oper- 
ator. 

Case I. During 1905, I was called to see, in con- 
sultation with Drs. Kendall and Robinson, Lake 
City, Miss., a negro woman who had been in active 
labor four days. She was of medium build, twenty- 
seven years of age, and at term. The gentlemen 
in attendance had exercised every means to deliver 
her, and had only succeeded in removing the head of 
the child. I was called to discuss the feasibility of a 
Cesarean section. The woman was septic and be- 


coming exhausted, so further attempts at extraction 
of the child per vias naturalis were discarded and 
immediate preparations begun to open the abdomen. 
One can imagine the difficulty of operation, in the 
uncleanly surroundings of a negro cabin, the ab- 
sence of a nurse and a septic uterus. 


As soon as 


the linen and the instruments were sterilized, a door 
was taken from its hinges and placed on barrels to 
serve for an operating table, the cabin meanwhile 
having been put in the best possible condition for 
the operation. The preparation of our hands and 
the patient’s abdomen was completed most thor- 
oughly. The abdomen was opened in the usual 
manner, the incision extending from well above the 
umbilicus to the symphysis pubis. The uterus was 
now delivered on to the abdomen, and hot towels 
and sponges packed around it, so that no part of the 
peritoneal cavity was exposed. A longitudinal in- 
cision was made directly into the cavity of the uterus 
and a dead child and foul placenta were extracted. 
The uterus was as thoroughly cleaned as possible, 
flushed with normal saline, and an iodoform gauze 
drain passed through the cervix into the vagina. 
The uterus was next sutured and the abdomen closed 
after flushing it with normal saline and sponging it 
dry. The patient rallied splendidly ; her temperature 
and pulse touched normal on the third day after 
the operation; her bowels acted well; she began to 
take nourishment, and her appearance at this time 
gave every indication of an uninterrupted recovery. 
Despite our warnings, her attendants raised her up 
on the fifth day for a drink of water; and with a 
cry and grasp at her cardiac region, she fell back 
dead. An embolus had been misplaced, swept to 
the heart, plugging the coronary artery and produc- 
ing instant death, as proven by autopsy. This case 
is reported to emphasize the danger from death in 
these operations from embolus; and to draw a com- 
parison with the second case, differently handled. 
Your patient may be apparently convalescent, and 
yet a corpse in less time than you can imagine. 
Case II. Mrs. S., white, aged thirty, married, 
first pregnancy. I had been retained to attend her 
in her confinement, and as I had previously exam- 
ined her, and knew that she had a congenital hip 
dislocation, I anticipated trouble at her labor, and 
was apprehensive when called to see her Sunday 
morning, January Ist, of the present year. Her 
husband was a railroad section foreman and they 
were out of town four or five miles. Labor had 
begun when I saw her and a vaginal examination 
easily convinced me that there was no possible hope 
of her delivering herself. Acquainting her husband 
with these facts, and explaining to him the imprac- 
ticability of operating on her at her home, we be- 
gan preparations to remove her to the sanitarium 
at Yazoo City. It was nearly night when she 
reached town. Meanwhile we had begun prepara- 
tion for a Cesarean section, convinced that it offered 
her the only hope for a living child and her life too. 
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Not to be hasty in my effort at relief, I allowed her 
more time to be positive that she could not deliver 
herself. At nine p. m. I saw her with my associate, 
Dr. J. B. Anderson, and after a very careful exam- 
ination we concluded that there was no other alter- 
native than the Cesarean operation. The indication 
was absolute, and craniotomy, turning, forceps, or 
any other means employed in these cases, did not 
enter into consideration, for the reason that their 
employment would have sacrificed the child, muti- 
lated the woman and opened up avenues for hemor- 
rhage and septic infection. It was useless and un- 
surgical to subject her to the risk, and she begged 
that we save her child. She was placed on the 
table at midnight and, assisted by Dr. Anderson, 
and Dr. W. D. McCalip, who gave the anesthetic, 
the greatest aseptic precautions having been taken, 
I opened the abdomen from a point midway between 
the umbilicus and the ensiform cartilage to the sym- 
physis pubis. This allowed the uterus to be freely 
delivered on to the abdomen, when the entire peri- 
toneal cavity was protected by hot towels and 
sponges, so that it was effectually walled off from 
the escape of any of the uterine contents. Having 
determined beforehand to do a supravaginal ampu- 
tation of the uterus after the delivery of the child, 
large pedicle clamps were placed upon the uterine 
arteries, which markedly controlled the hemorrhage 
from the uterus. The uterus was now laid open 
from the fundus to the internal os and the fetus and 
placenta rapidly removed. The operation to this 
time had consumed three minutes. For a short 
while after extraction, the child did not cry, but the 
usual method of resuscitation brought forth a lusty 
yell, which was indeed gratifying to those present. 
The uterus was removed in the manner customary 
for fibroid tumors, great care being exercised in the 
covering of all raw surfaces, so as to prevent any 
adhesions forming between the uterine stump and 
the intestines. The tubes and‘ovaries were left. The 
abdomen was closed without drainage, very special 
care being exercised to secure a perfect coaptation 
of the separate tissue layers to obviate the possibility 
of hernia. The next morning and the succeeding 
days she presented the appearance of a woman who 
had passed through a normal confinement, her pulse 
and temperature rose but slightly above normal, and 
her convalescence was absolutely devoid of any spe- 
cial feature. She was out of bed on the eighteenth 
day, left the sanitarium four weeks after the opera- 
tion, with as fine looking a boy as you care to see, 
profoundly grateful for her relief. 

As we have seen that the chief dangers arising 
from the performance of a Cesarean section are 


sepsis and hemorrhage (to which we may add em- 
bolus), a perfect technic should minimize their sig- 
nificance. I lost the first patient simply from leaving 
her in unskilled hands to be nursed; so in these, as 
in all surgical cases, trained help is an important 
adjunct to success. Results in surgery are the final 
attainment. I am not convinced but that in most 
cases of pelvic deformities the woman should be 
sterilized, denying to her future pregnancies, and 
the added risk of Cesarean section. A few cases are 
not sufficient to form an opinion. An analysis of 
a large number of cases offers the only safeguard 
for our judgment, and the successful surgeons will 
be those who are guided in the direction that makes 
for the best results. 


TWO CASES OF COMPLICATED UTERINE 
PROLAPSUS: COMPLETE PROLAPSUS 
OF UTERINE FIBROID; OVARIAN 
CYST COMPLICATING SECOND 
DEGREE PROLAPSE.* 

WILMER Krusen, M.D., 


Professor of Gynecology, Medical Department of 
Temple University; Gynecologist to St. Agnes’, 
Samaritan and Garretson Hospitals, 
PHILADELPHIA, 


The causes of uterine prolapsus may be con- 
veniently classified under three heads: First, de- 
creased support; second, increased weight of the 
uterus itself; third, increased intraabdominal pres- 
sure. 

In the first case herewith reported two of these 
causes were operative; the decreased support due 
to extensive lacerations of the pelvic floor, and the 
increased weight of the uterus produced by the 
presence of a uterine fibroid the size of a grape 
fruit. (See illustration.) 

The degrees of prolapsus may be arbitrarily di- 
vided into three divisions. In the first the uterus 
is retroverted and situated at a lower level than the 
normal with the os directed in the vaginal axis. In 
the second degree, the cervical portion projects from 
the vulvar orifice, while in the third the entire 
uterus becomes an extra-vulvar organ with com- 
plete eversion or prolapsus of the vaginal walls. 

In the great majority of cases the bladder, being 
in close anatomic relation to the cervix, accompanies 
the uterus in the descent; and the inability of the 
patient to completely evacuate the bladder fre- 
quently gives rise to cystitis due to the decomposi- 
tion of the residual urine. 

A rectal diverticulum may be found in the pro- 
~* Read before the Philadelphia Obstetrical Society, October 3, 
907. 
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lapsed posterior vaginal wall, but this is a rare 
complication. 

As a rule, when the uterus is the seat of a neo- 
plasm the increased size prevents its becoming com- 
pletely prolapsed; unless as in the reported cases, 
the relaxation below is so great as to permit such 
extrusion. The prolapsed uterus is often much en- 
larged, especially the cervix which is often unusu- 
ally broad and with lips everted. The increased size 
is usually due to edema, and the organ materially 
diminishes after the reposition is effected. The 
vaginal mucous membrane loses its reddish and 
moistened appearance, and becomes pale, thick- 
ened and resembles the skin in appearance. 

Frequently the irritation produced by locomotion, 
clothing and the bathing of the protruded part with 
urine and fecal matter, causes extensive ulceration 


nancy, the uterus should be replaced and main- 
tained in position by a suitable pessary. 

The diagnosis of procidentia is usually not diffi- 
cult. The patient generally considers every vulvar 
protrusion as falling of the womb and presents her- 
self with a preconceived diagnosis which must be 
verified or disproved. The chief conditions to be 
differentiated are prolapse of the vaginal walls, of- 
ten associated with descent of the uterus; hyper- 
trophied elongation of the infra-vaginal portion of 
the cervix; a pedunculated fibroid or inversion of 
the uterus, or the complication of the prolapsus with 
an interstitial fibroid, as in the present case. 

In a case reported by Montgomery, the large pro- 
truding sac contained the uterus, ovaries and tubes; 
the latter, having become infected, had caused a 
large abscess. The mass fortunately was irreduci- 


Case I. 


with foul discharge. Hirst has seen two cases of 
strangulation of a prolapsed uterus with gangrene 
and fatal peritonitis. A. R. Simpson asserts that 
now and again an epithelioma is found in the pro- 
truded cervix, usually in women well past the meno- 
pause; but the procidence of the ragged os of the 
multipara seems to confer on it a certain immunity 
from malignant degeneration. 

Impregnation in a totally prolapsed uterus is very 
rare on account of the difficulties attending success- 
ful coition. But if the prolapse is only partial, it is 
comparatively frequent ; and as pregnancy advances 
the uterus rises in the pelvis until it has passed be- 
yond the superior strait. According to Williams 
there is no case on record in which pregnancy has 
progressed to term with the uterus outside the 
body. 

If there is a tendency to prolapse during preg- 


Prolapsed Fibroid Uterus. 


ble, or intraperitoneal rupture might have resulted. 

The most distressing symptoms of prolapse are 
backache and a constant dragging sensation in the 
pelvis and lower abdomen. Locomotion is difficult 
and often the sitting posture is inconvenient. The 
frequent urination is annoying and cystitis adds to 
the general discomfort. The constipation leads to 
a train of digestive disturbances which affect the 
general health. If ulceration occurs, a foul dis- 
charge adds to the difficulty in keeping the parts 
clean, and often a disagreeable odor becomes ap- 
parent. 

In the first case herewith reported an extensive 
ulceration, beginning at the posterior lip and extend- 
ing over the posterior vaginal wall, was present and 
required treatment before plastic surgery was at- 
tempted. 


Case I. Mrs. M., aged 67, was admitted to the 
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Samaritan Hospital, November 7, 1906. A large 
protuberant mass was found between the thighs and 


an irregular ulcer extended from the cervix over . 


the posterior vaginal wall. The mass, about the 
size of a cocoanut, was replaced with difficulty. The 
patient was placed in bed for two weeks and anti- 
septic treatment directed to healing the ulcer. After 
the ulcer had practically healed and the purulent 
discharge ceased, the patient was subjected to an 
operation. 

An extensive anterior colporrhaphy and a modi- 
fied Emmet’s perinorrhaphy were performed. The 
abdomen was opened and supravaginal hysterec- 
tomy performed, removing a fibroid uterus about 
the size of a cocoanut, showing evidence of calcare- 
ous degeneration. The cervical stump was sutured 
to the anterior abdominal wall in order to prevent 
a recurrence of the prolapsus. Two silkworm-gut 
sutures were passed through either side of the ab- 
dominal incision and tied over pledgets of iodo- 
formized gauze. The abdominal incision was then 
closed by the ordinary method. The patient made 
an uninterrupted recovery and left the hospital, Jan- 
uary 10, 1907. 

Case II. Ovarian cyst complicating prolapsus. 
Mrs. J., aged 56, was referred to the Samaritan 
Hospital by Dr. L. C. Peter, and admitted April 30, 
1907. For years she had been complaining of pain 
in the pelvis, of a dragging character, dull aching 
pains in the back, loss of weight and strength with 
bloody and mucous discharge from the vagina. On 
examination the uterus was found prolapsed, and a 
cystic tumor about the size of an orange was found 
adherent in such a position as to prevent the uterus 
being sustained in its proper position. 

On May 1, anterior colporrhaphy and Emmet’s 
perineorrhaphy were performed, the abdomen 
opened and a unilocular cyst of the left ovary was 
removed and ventro-suspension performed: The 
patient made an uninterrupted recovery and left the 
hospital May 19, 1907. 

FECAL FISTULA FOLLOWING APPENDIC- 
ECTOMY, WITH REPORT OF 
THREE CASES. 

JoserH B. Bissett, M.D., 


Attending Surgeon to Bellevue and St. Vincent Hospitals, 
NEW YORK. 


Of all the sequelze of appendicectomy probably 
fecal fistula are the most troublesome. As a rule, 
however, they are not so serious as other complica- 
tions or accidents in the course of the disease, and 
their general tendency is to heal without operation 
if the patient has the time and patience to wait until 
nature in her conservative manner closes them up. 

At times, however, these fecal fistulz close 
neither readily nor rapidly. A fecal fistula, uncom- 
plicated, will heal in from one to eighteen months 
without further operative procedure. Those which 
do not heal are generally complicated by some ab- 
normality of the abdominal contents, or the hole in 


the gut extends more than one-half the circumfer- 
ence in the intestinal wall. A kink in the intestine 
will hold firmly at an angle the offending portion 
of the gut, and if the adhesion is not relieved or 
absorbed the fecal fistula in this case tends to heal 
itself. Adhesion, however, between the intestine 
and some other organ, as, for instance, the bladder 
or uterus, will prevent healing. 

The following cases illustrate some of the difficul- 
ties in the healing of fecal fistula following appen- 
dicectomy : 

Case I.—A boy, aged fourteen, following an 
acute attack of appendicitis was operated upon by 
me in July, 1902. The appendix was not removed, 
owing to the difficulty in finding it, and the rather 
critical condition of the patient at the time of oper- 
ation. He had an appendiceal abscess with begin- 
ning general peritonitis. A drain was left in and 
he made a good recovery. The wound closed down 
to a small sinus by the end of six weeks. Six 
months later the sinus remaining open and fecal 
matter issuing from it, it was decided, as the open- 
ing showed no tendency to close, to give the patient 
an anesthetic, open the abdominal wall and repair 
the fistula. The opening in the gut was found to 
extend about two-thirds of the circumference, but 
as there were no adhesions and the gut was appar- 
ently perfectly free in the abdomen, the edges of 
the fecal fistula were trimmed up and inverted with 
a double layer of Lembert sutures. The patient 
made a good recovery, without fever, and without 
incident except that the abdominal wound broke 
down at the lower end and required about four 
weeks for complete closure. The appendix was re- 
moved at the time of the second operation. It was 
found partially obliterated from the tip toward the 
base. The patient has had no trouble since. 


Case II.—Mrs. R. C., aged 29, had had repeated 
attacks of appendicitis. She came into Bellevue 
Hospital with a temperature of 105°, pulse 140, dis- 
tended abdomen, rigid right rectus, vomiting, and 
great pain in the region of the appendix. She was 
operated upon within two hours after admission. 
The belly was found full of pus, but the appendix, 
which was perforated and gangrenous, was found 
immediately under the operation wound, and re- 
moved. A fecal fistula developed a few weeks later 
and thereafter her abdominal wall was covered with 
excoriations, from pus and fecal matter, for all the 
feces passed by the abdominal wall, and none of it 
through the rectum. The fever continued, the pulse 
very bad, and for a few days it seemed as though 
the patient would be unable to live through the next 
twenty-four hours. Constant irrigation of the in- 
testine through the fecal fistula, and attention to the 
abdominal wall by means of powders and ointments 
and frequent dressing, finally relieved the patient, 
and after about six months the fecal fistula closed 
spontaneously. 


The above is an exact description of an exceed- 
ingly troublesome and hopeless-looking condition, 
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which, it will be observed, was finally cured without 
operative interference. 


Case III.—J. C., stableman, 39 years old, had 
three attacks of appendicitis preceding his admis- 
sion to Bellevue Hospital, which was on May 16, 
1907. Three weeks previously he had had his third 
attack, coming on suddenly with pain and cramps, 
chill and vomiting. On examination the abdomen 
was found to be slightly rigid, with a well defined 
mass in the right suprainguinal region. This mass, 
somewhat adherent, was only slightly tender. Ex- 
ploratory laparotomy was done over the tumor on 
May 18th. The gut was found to be greatly con- 
gested; a large number of adhesions were broken 
up and three pints of foul-smelling pus, yellowish- 
green in color, were evacuated. A small perfora- 
tion was found in the intestine, which was closed 
with a pursestring suture. The peritoneal cavity 
and wound were irrigated, and two large cigarette 
drains were left in. 

About three days after the operation large quan- 
tities of feces began to come through the wound 
and this continued very profusedly up to about the 
middle of August. The usual severe excoriation of 
the abdominal wall, with troublesome amount of 
fecal fluid and purulent material, all over the abdo- 
men, was present in this case, as in all cases of 
large fecal fistula. The patient becoming impatient 
after the fistula had contracted to a very small point, 
and as it ceased to contract further, on the fourth 
of September he was anesthetized and operation for 
closing the fistula was carried out. Incision was 
made on either side of the fistula in the healthy tis- 
sues of the abdominal wall, and the gut expgased. 
The opening extended almost entirely around the 
intestine, which was bound down by very firm ad- 
hesions, these adhesions holding the bladder wall as 
well through the intestinal circumference. These 
adhesions were so firmly attached to the intestine 
that the bladder itself had to be resected in order to 
relieve it. An end-to-end anastomosis of the gut 
was made after resection of about eight inches of 
its length. The wound was closed with a continu- 
ous suture of plain catgut through all the layers, 
and a silkworra gut subcuticular suture through the 
skin. The patient made an uneventful recovery. He 
left the hospital on the fourteenth day. 

These three cases represent three different 
classes. The case of the boy would probably have 
healed without operative interference if we had had 
a little more patience and had given him more time. 

Case No. 2 looked as though she would die from 
the condition caused by the fecal fistula, and as if 
the fistula itself would never heal without a second 


operation. This case it will be noted was not oper- 


ated upon and sponstaneous recovery took place. 
Case 3 represents a type that could not heal with- 
out readjustment of the conditions in the abdominal 
cavity. A curious feature to be noted in connection 
with this case is that he had never complained of 
any urinary difficulty, although the bladder was so 
firmly adherent to the intestinal wall that a portion 


of it had to be resected to free it from the dense 

adhesions. This case is typical of those in which 

we cannot expect a spontaneous cure,—with kinks 

in the gut, and adhesions due to repeated attacks 

of appendicitis with inflammatory complications. 
These three cases also represent those following 

severe attacks of appendicitis. ; 
46 W. 55TH STREET. 


REMARKS ON THE TREATMENT OF FRAC- 
TURE OF THE HIP, WITH ESPE- 
CIAL REFERENCE TO WHIT- 
MAN’S METHOD. 

C. N. Cowpen, M.D., 


Professor of Orthopedic and Rectal Surgery, University 
of Nashville; Attending Surgeon to the Woman’s 
Hospital of the State of Tennessee, 


NASHVILLE, TENN. 


The employment of the long fixation splint is ad- 
vocated in the oldest work on surgery that is to be 
found, just as it is to-day in the most recent works 
that have left the press. To appreciate that this 
method of treatment is a failure, as stated, we have 
but to read the prognosis in the literature upon this 
subject, and it is at once apparent that the methods 
used in the management of these cases are obsolete, 
ineffectual, legendary, and traditional. 

We are told that this particular fracture differs 
from all other fractures, and that the patients are 
all very old, and that direct treatment is impractical. 
We are also told that the presence of the synovial 
fluid interferes very materially with this union, and 
that the scanty blood supply at the head of the bone 
limits the formation of callus below the amount 
necessary to insure repair of the fracture; again, 
we are told that incomplete or impacted fractures 
are usually followed by union, and as complete frac- 
ture fails to unite, we are stopped from doing any- 
thing to rectify the deformity, for fear of non- 
union that might result from separation of the frag- 
ments. We admit that the injury is a peculiar one, 
and the reparative process is for some reason or 
other more feeble here than elsewhere; yet it fol- 
lows that to obtain good results from these condi- 
tions accurate adjustment of the two ends is the 
more essential. The two prominent ideas that are 
to be remembered in the treatment of all cases of 
fracture are: (1) adjustment of the misplaced 
fragments; and (2) the subsequent fixation of the 
fragments in their normal relation to each other 
until union can take place; for we know that nor- 
mal function of the limb can be expected only 
from the restoration of normal anatomical structure. 

In the treatment of fractures of less importance, 
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accurate adjustment of the fragments is the prime 
essential, and the character of the support is sub- 
ordinated. In this fracture we have been satisfied to 
apply the apparatus that is recommended in all works 
on surgery, and let the parts adjust themselves ; and 
to accomplish this automatic adjustment we have 
been relying on traction. Yet this traction force, 
acting against gravity, and the friction of the splint, 
is ordinarily insufficient to reduce or control the 
deformity, as is evidenced by the amount of short- 
ening found when the apparatus is removed. If 
the traction is light it does not overcome the de- 
formity ; if heavy, it soon proves to be uncomfort- 
able and difficult to maintain. Hence, our unbelief 
in the efficiency of the treatment, confirmed by past 
experience, allows us to abandon the treatment 
after a few days or a week, and the patient is left 
to his fate, to go through life maimed and crip- 
pled. We employ the treatment in a perfunctory 
manner, because we have been taught that the 
prognosis in these cases is bad; the prognosis is bad 
because the treatment is inefficient. 

‘The accepted teaching in impacted fracture is 
that nothing whatever should be done to reduce the 
deformity, because non-union is so common after 
complete fracture. The teaching disregards or 
ignores the fact that the deformity following all 
these cases always entails disability, and in a great 
many cases discomfort when the leg is overused. 
The function of the joint is impaired by exuberant 
callus or nutritive disturbances, caused by the un- 
reduced deformity. The very best result we can 
get is a coxa vara in impacted fracture, with con- 
siderable shortening, and the patient is left with a 
limp and weakened support, on account of the 
weight falling on the head of the bone, at right 
angles to the shaft of the femur, and by exposing 
the part to greater strain, this often results in an 
increase of the deformity. 

No one would claim that impaction of the frag- 
ments in other bones is more favorable to repair 
than simple apposition of the ends, neither is it likely 
that repair is dependent upon the continuity of the 
bloodvessels of the bone itself at the injured point. 
The only advantage that can be claimed at all for 
leaving an impacted fracture alone is contact and 
fixation, both at the expense of normal position. 
We have deformities in both varieties of fracture, 
the impacted as well as the unimpacted, with im- 
pairment of function due to shortening and the 
non-approximation of the fragments; and applying 
the fact laid down by Whitman, that “normal func- 
tion is dependent on normal form,” the question 
arises, Cannot the deformity be reduced or even 


lessened without further injury? If so, you would 
obtain apposition of the fragments, and union, to 
say the least, would in no way be endangered; and 
if union occurred, normal function would be at 
least possible, because the parts would be in their 
normal shape and relation. The situation of the 
part, beneath all the thick, heavy muscles that sur- 
round the hip joint, prevents direct manipulation 
in the reduction of the deformity. But Whitman, 


of New York, suggested that this could be accom- 


plished by taking advantage of the anatomical 
structure of the part. The range of normal abduc- 
tion of the hip, which depends upon the upward in- 
clination of the femoral neck, is checked first by the 
opposing muscles and by the tension on the capsular 
ligament, and ultimately by the direct contact of the 
outer part of the neck with the upper border of 
the acetabulum. Depending then upon the cotyloid 
and capsular ligaments to hold the head in position, 
we have but to exert such pressure in a certain di- 
rection to change the relation of the shait of the 
femur to the neck; and for this purpose we use 
leverage of the limb against the upper border of 
the acetabulum as a fulcrum. Slight traction on the 
limb as it is being abducted, and downward pres- 
sure on the trochanter, aids materially in sliding 
the distal fragments down in line with the head. 

When, by this maneuver, the limb is placed in 
normal abduction, about at an angle of 45 degrees, 
it may be assumed that the normal angle of the 
neck and the shaft has been restored. This pro- 
cedure can be accomplished without violence and 
without endangering in any way, in the least, the 
process of repair. 

The adjustment of the fragments and the restora- 
tion of the normal angle between the head and the 
shaft is accomplished just the same, whether the 
fracture is an impacted or an unimpacted one. This 
method, which makes it possible to reduce the de- 
formity without separation of the fragments, is 
the one devised by Whitman. 

Described in his own language, the method is as 
follows: “The patient, being anesthetized, is placed 
carefully on a box, about seven inches in height 
and of sufficient size to support the head and upper 
part of the body; a pelvic rest is placed beneath the 
sacrum, and the extended limbs are each held by 
an assistant. The sound limb is then abducted to the 
normal limit to fix the pelvis, and to serve as a 
guide as to the distance to carry the injured one. 
The assistant, holding the injured limb, then slowly 
and under gentle traction, abducts it. The surgeon 
meanwhile supports the joint with his hands, press- 
ing downward upon the trochanters. The resist- 
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ance that the deformity offers to abduction is rec- 
ognized, and is slowly overcome in all recent cases. 
The pelvis, meanwhile, is prevented from tilting 
upward under the pressure, because it has been pre- 
viously fixed by abducting the sound limb to its 
limit. When, approximately, the normal limit has 
been reached, as indicated by comparison with the 
sound side, a closely fitting plaster-of-Paris spica 
bandage is applied. No violence has been exerted, 
and there can be no displacement of the fragments, 
as the normal angle between the neck and the shaft 
has been restored.” 

This attitude of extreme abduction has many ad- 
vantages in the treatment of the fracture, as shown 
by Whitman. (1) When the extended limb is 
placed in complete abduction, the trochanter is firm- 
ly apposed to the side of the pelvis, so that upward 
displacement of the femur is impossible. (2) it 
exercises traction upon the capsule in such a man- 
ner as to disengage any fold of ligament or muscle 
that may be interposed between the fragments, and 
as tension is put upon the capsulé, it serves to cor- 
rect the malposition of the head and bring the two 
ends together, just as tension on a sleeve would 
have a tendency to align the ends if it were cut 
into. (3) The deforming influence of the muscu- 
lar contraction is removed. Since the abductor 
group is relaxed, as are all the other pelvotro- 
chanteric muscles except the adductors and the 
ileopsoas muscle, contraction of these muscles in 
this position of the limb would have a tendency 
to draw the fragments toward one another. (4) 
Last, but not least, it relieves the pain. The pain 
in fracture of the hip joint is very often almost 
unendurable, and as pain is one of the prime factors 
in the continuation of shock, with a patient en- 
feebled by age it is of prime importance to make 
the patient as comfortable as possible. Pain is re- 
lieved, first, by complete relaxation of the powerful 
pelvo-femoral muscles, the contraction of which 
jags the fragments together, or slides one over 
the other, by elevating the shaft of the bone. 


It will be admitted by all that there are cases in 
which age or weakness might make any kind of 
treatment of very little avail or impracticable. These 
should be dismissed, as one would scarcely be justi- 
fied in performing this operation, for indeed it 
should be classed as an operation, unless we are as- 
sured of the fact that the subsequent support and 
fixation could be properly applied and used, for it 
is evident that the application of the support is a 
continuation of the process of reduction and relief 
of deformity, upon which the success of the result 
depends. As has been stated, to secure the limb in 


this position the long spica, reaching from the toes 
to the nipple line, is the most effective support. If 
it is properly applied over well-fitting shirting or 
stockinet, and if the bony processes are well padded 
with smooth, non-absorbent cotton, it is much more 
comfortable and far more efficient than that in- 
secure, ill-fitting support, the ordinary long side 
splint, that fits or fixes nothing here or hereafter. 
It is, of course, of great advantage to employ 
anesthesia in the reduction of this deformity, but 
in some cases, particularly in old and in feeble pa- 
tients, it may be advisable to dispense with it. But 
there would be few cases indeed in which I would 
not attempt treatment under an anesthetic. 

It may be claimed that a plaster-of-Paris cast is 
an uncomfortable appliance, but this is by no means 
true. If fixation is necessary, and it undoubtedly 
is in this condition, no other appliance affords such 
general and equal support. If it is uncomfortable, 
it is due to the unskilful way in which it is applied. 
The discomfort of it is due to wrinkles, to direct 
pressure on bony prominences, or to friction over 
unprotected surfaces at its margin, It is in some 
cases best to employ a short spica of the groin; this 
leaves all the back open for inspection, and allows 
the patient to assume nearly the upright position. It 
is not so efficient as the long spica, as it allows more 
or less rotation and movement. It should be made 
to fit well around the trochanters, around the iliac 
crests, and be made strong over the buttocks, to 
support the adjusted ends. The limb should be 
kept in this position for six to eight weeks, unless 
it should be removed to admit of passive motion 
and massage. But as union, on account of its taking 
place in a joint, is long delayed, and as great strain 
is brought to bear upon the head of the femur in 
support of the body, full function should not be 
permitted for many months. The patient should 
be allowed on crutches, and as the excess of repara- 
tive material, such as plastic exudate in the joint, 
in connection with the excessive callus, is absorbed, 
tenderness and limitation of motion are relieved. It 
takes months to restore normal function after a 
fracture involving any joint; and this is, of course, 
also true of this, one of the most important 
joints of the body. But we have restored normal 
form by the above procedure, and normal function 
will follow. The question is this: Is not the treat- 
ment outlined above more likely to fulfil the condi- 
tions (necessary for the repair of all fractures) 7. ¢., 
approximation and fixation, than the old, time- 
honored, time-worn, side splint that our forbears 
used with so much unction—and so little effective- 
ness? 
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A SURGEON’S OPINION OF SURGEONS. 

In an article entitled “A Suggestive Plan for a 
Modern Hospital of Five Hundred Beds,” by Dr. 
Bayard Holmes, published in the Journal of the 
American Medical Association, March 28, 1908, we 
were surprised to read the following: 

“Modern aggressive surgery has made the hos- 
pital into a hotel for the temporary care of the vivi- 
sected. All that the surgeon cares for is a room for 
his patient to occupy during the three or four weeks 
she is recovering from his incisions. She may then 
go home and get weil [sic] or lead a life of invalid- 
ism, as it happens. To cure his patient and restore 
her to a life of usefulness and happiness is not the 
modern surgeon’s conception of duty. He looks on 
the invalid as an incumbrance to his hospital, and 
all the essentials of recovery as unnecessary expense 
and space-consuming impedimenta.” 

(The italics are ours.) Read as written, this is 
an attack on the good faith and sincerity of sur- 
geons that deserves indignant refutation. Since the 
author is professor of surgery in the University of 
Illinois, one would naturally interpret these state- 
ments as representing his own attitude towards his 
hospital patients. We find an excuse, however, 
for a more charitable interpretation. Dr. Holmes’ 
article shows throughout such lack of careful edit- 
ing, and so‘much haziness and general inaccuracy, 
that we are strongly inclined to believe that he pre- 
pared it hastily and did not, in this passage, say just 
what he intended to. He contends, quite properly, 


that our metropolitan hospitals for acute diseases, 
make little provision for prolonged convalescence ; 
but his thesis does not support the accusation that 
the surgeon has no interest in securing to his pa- 
tients the “essentials of recovery.” 


The Journal of the American Medical Associa- 
tion is influential, and quotations from its contents 
turn up in unexpected places. Such an ill-consid- 
ered statement as the above is very apt to be seized 
upon by enemies of the profession and triumphant- 
ly announced as another confession from our ranks, 
‘written by a professor of surgery and published in 
the mouthpiece of the organized profession!’’ These 
are the tender morsels that Christian Scientists, 
Faith Healers, antivivisectionists, and their ilk, love 
to roll under their tongues. If Dr. Holmes’ re- 
marks are reprinted in the yellow press or quoted 
from a Christian Science pulpit, we think he will 
find it difficult to explain that he did not mean what 
he said or that, if he thought he meant it, he had no 
justification for saying it. 


FRIEDRICH VON ESMARCH. 

Germany has suffered in recent years the loss of 
several of her famous surgeons. The greatest and 
latest of these was the venerable Friedrich von 
Esmarch, who a few weeks ago joined the great 
silent majority. Born in 1823, Esmarch was of that 
generation of brilliant, pioneer surgeons, marked 
by the names of Langenbeck, Thiersch, Volkmann, 
Billroth and others. Graduating in medicine at 
Kiel, he became an assistant to Langenbeck and 
then to his successor in the chair of surgery, Stro- 
meyer, whom Esmarch himself succeeded in 1854. 
The professorship of clinical surgery at the Uni- 
versity of Kiel was held by Esmarch from that date 
until his retirement in 1899. 

As an active participant in the war with Den- 
mark, Esmarch had opportunity to practice resec- 
tion methods in injuries of the extremities, then 
(1850) introduced; and his work on “Resection for 
Bullet Wounds” made known this conservative in- 
novation. In the later wars (1864-1871) he was 
chief of the reserve hospitals at Berlin; and it was 
then that he urged and taught “first aid” for the 
battlefield and founded the Samaritan Association 
to interest the people generally in first aid to the 
injured. 

“Esmarch bandage” is a term familiar to every 
medical student and it signifies to him the name of 
the great surgeon who (in 1873) introduced the 
method of bloodless operations upon the extremities 
which will no doubt always remain an integral part 
of surgery. 
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Surgical Suggestions. 


“Bone cases” should not be dressed too often after 
operation. The fine granulations which form are 
very liable to be pulled off with the removal of the 
packing. 


Raising the foot of the bed twelve inches may 
combat shock more quickly than the repeated ad- 
ministration of stimulants and, by the way, is far 
less harmful to the patient. One should remember 
not to use this means in abdominal cases where pus 
has been found in the peritoneal cavity. 


One should not try to force his way into an audi- 
tory canal without first making sure that the patient 
has no disease of the external ear. The examina- 
tion under such circumstances will only aggravate 
the condition. 


A severe neuralgia at the back of the head and 
neck in many instances can be relieved when all 
other means have failed, by severance of the occipi- 
tal nerves. A palliative remedy is the injection of 
cocain over the seat of the nerve. 


In a case of appendicitis, there is great signifi- 
cance in the disappearance of a Head zone which had 
been present but a few hours before. It means that 
the tension on the serosa of the appendix has less- 
ened. The natural conclusion to draw is that the 
appendix has ruptured. 


Persistent high temperature after appendicectomy 
may be due to the formation of a pelvic exudate. 
No operation should be performed until a distinct 
localized abscess has formed, as there is danger of 
setting up a diffuse peritonitis. 


Free ammonia in the urine of a diabetic is a bad 
prognostic sign and its presence is a contraindica- 
tion to operation in diabetic gangrene, for it shows 
the presence of beta-oxybutyric acid in the blood. 


In cases of fracture of the skull, one should wait 
for focal symptoms before operation, as a linear 
fracture without depression is often not followed by 
serious results. On the other hand, no time should 


be lost in raising a depressed piece of bone or ex- 
ploring the skull for hemorrhage when any focal 
symptom presents itself. 


Book Reviews. 


The Internal Secretions, and the Principles of Medi- 
cine. Ky CHartes E. pe M. Sajous, M.D., Knight of 
the Legion of Honor and Officer of the Academy of 
France, etc.; formerly dean of the Faculty in the Med- 
ico-Chirurgical College, Philadelphia, etc. Volume 
Second. Octavo; 1,873 pages; 22 illustrations. Phila- 
delphia: F. A. Davis Co., 1907. 

This is a formidable volume of nearly 1900 pages, in 
which the author attempts to place medicine on the rather 
novel basis of the “Internal Secretions.” The work pre- 
sents startling claims concerning the functions and inter- 
relations of the ductless glands—claims based on labors of 
truly prodigious proportions, to the dignity and import- 
ance of which a mere cursory review of this work would 
be a rank injustice. We shall therefore, content ourselves 
at present with this preliminary notice, reserving a fuller 
and critical review for a subsequent issue. 


The Treatment of Fractures, with Notes Upon a Few 
Common Dislocations. By CHArLEs Locke ScupDER, 
M.1., Surgeon to the Massachusetts General Hospital ; 
Lecturer on Surgery in the Harvard University Medi- 
cal School. Sixth Edition, Revised and Enlarged. 
Octavo; 628 pages; 856 illustrations. Philadelphia and 
London: W. B. SAUNDERS COMPANY, 1907. 

The new edition of this most valuable, and eminently 
practical work is more complete than its predecessors, and 
is brought up to date. Nearly seventy-five new pages have 
been added together with a number of new illustrations 
and x-ray tracings. The colored plate in the front of the 
book is also new. 

Dr. Scudder sums up the salient features in this latest 
edition as follows: “Especial attention has been directed 
to obstetrical skull fractures of the newborn, to fractures 
of the zygoma, of the malar bone, of the superior maxilla, 
of the head and neck of the radius, of the neck of the 
femur and of the carpal scaphoid; to unreduced disloca- 
tions of the elbow, to acromo-clavicular dislocations, to 
pathological fractures, to old fractures of the radius and 
to Volkmann’s contracture.” 


A Text-Book of Diseases of the Nose and Throat. By 
D. Brapen Kyte, A.M., M.D., Professor of Laryng- 
ology and Rhinology, Jefferson Medical College; Con- 
sulting Laryngologist, Rhinologist, and Otologist, St. 
Agnes’ Hospital; etc. Fourth Edition, Revised and 
Enlarged. Octavo; 797 pages; 219 illustrations, 26 in 
colors. Philadelphia and London: W. B. SAUNDERS 
(COMPANY, 1907. 

The fourth edition of this popular work on the nose and 
throat is arranged on the same general principles as the 
previous editions. A great deal of new material has been 
added which increases the value of the work greatly. Many 
new types are dealt with in a very satisfactory manner. 
The recent additions on Taking Cold, Bone Cysts of the 
Accessory Sinuses, Gangrene of the Tonsil, Angioneurotic 
Edema, etc., are especially to be commended. We are 
sorry to observe that no mention has been made of the 
local throat conditions in the general blood diseases, e¢. g., 
leukemia. The work is divided into twenty-four chapters 
very systematically arranged, and with an excellent index. 
The illustrations and colored plates are very satisfactory. 


Publie sous la direction 
Volume V. 


Nouveau Traite de Chirurgie. 
de A. Le Dentu et Prerre DELBET. 
Maladies des Os. Lesions Infectieuses, Para- 
sitaires, Trophiques, Neoplasiques. Par Pr. Mav- 
CLAIRE, Professeur Agrégé a la Faculté de Médecine 
de Paris; Chirurgien de la Maison Municipale de 
Santé. Octavo; 318 pages; 161 illustrations. Paris: 
J.-B. Et Fixs, 1908 

This volume gives a very comprehensive review of our 
most recent knowledge of bone diseases. It is divided 
into five parts—infective lesions, parasitic infections, lesions 
due to phosphorus, trophic-nervous diseases and neoplasms 
of the bones. The pathology is considered exhaustively, 
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and symptomatology thoroughly; but treatment is only 
epitomized. There are numerous illustrations which add 
greatly to the value of the book, but it is to be regretted 
that the histologic figures are too schematic and crude, in 
most instances, to be of service. Bibliographic references 
are numcrous and include very recent works. Particular 
emphasis has been given to experimental researches bear- 
ing upon the subject under discussion. The chapters on the 
trophoneurotic bone lesions are especially complete. The 
author’s views upon the uselessness of performing ex- 
tremely radical amputations or disarticulations in rapidly 
growing sarcomata of the bones concurs with expressed 
opinions of American surgeons. As tuberculosis of the 
joints is reserved for another volume, bone tuberculosis 
occupies but a short chapter. 


Progress. in Surgery. 


A Résumé of Recent Literature. 


Syphilis Inoculation of the Rabbit (Ueber bemerkens- 
werte Resultate der Syphilis-Impfung beim Kanin- 
chen). C. Grovven, Bonn. Medizinische Klinik, Feb- 
ruary 16, 1908. 

The inoculation of material from a primary syphilitic 
lesion into the cornea of a rabbit was followed by the 
development of a tumor in which the spirocheie pallida 
were demonstrable both in smears and in sections. His- 
tological examination of the cornea showed lesions which 
corresponded well to those typical of syphilis. 

Eight months after the inoculation some papular in- 
filtrations appeared on the nostrils and in these the spiro- 
chetz were also found. When, in the course of a few 
months, the other eye became affected, the author felt 
justified in drawing the conclusion that a generalized sys- 
_ infection with syphilis had been experimentally pro- 

uced. 


The Abdominal (Prone) Posture as a Means of Dimin- 
ishing the Danger of Pneumothorax in Operations 
in the Thoracic Cavity (Bauchlage sur Verminder- 
ung der Pneumothoraxgefchren bei Operationen in 
der Brusthshle). C. A. Evsperc, New York. Zentral- 
blatt fiir Chirurgie, March 7, 1908. 

That the occurrence of acute pneumothorax seriously 
threatens life is well established, and earnest efforts have 
been made to provide means for performing thoracic opera- 
tions without the development of this complication. The 
negative pressure (cabinet) method of Sauerbruch and the 
positive pressure method of Brauer require costly and 
complicated apparatus and have therefore not come into 
general use. When the visceral and parietal layers of the 
pleura are adherent the danger of pneumothorax is, of 
course, very much reduced. But the means thus far em- 
ployed to eifect adhesions (tamponade, suture and the ap- 
plication of irritant chemicals) are too uncertain. Most 
operators, therefore, have adopted the method of opening 
the pleural space very slowly and cautiously, dragging out 
the lung and fastening it to the chest wall. 

In a series of experiments on dogs, Elsberg found the 
following: If a small opening (1/5 mm.) is made in either 
pleural cavity when the animal is lying on its back or on 
either side, the breathing and heart action usually remain 
good, although the volume of respired air amounts to less 
than two-thirds of the normal; but sometimes the animal dies 
of cardiac collapse or with typical signs of acute pneumo- 
thorax. The larger the pleural opening, the greater the 
danger to the animal; few survive an opening larger than 
the diameter of the trachea. If, however, the animal was 
placed flat on the belly, a large opening (2/4 cm.) could be 
made in either pleural cavity; and, if the opening was 
slowly enlarged, half the chest wall could sometimes be 
removed without serious pneumothorax symptoms. A 
small opening (1/2 mm.) might be made in both pleural 
sacs of a dog lying on its back and, in spite of the pro- 
duction of double pneumothorax, the animal often sur- 
vived; but in dogs lying on the belly an opening of I cm. 
in both sides was many times survived for several hours, 
even though the volume of respired air became very small. 


And, further, it was many times observed that severe 
pneumothorax symptoms in a dog lying on the back disap- 
peared when the animal was quickly turned on the belly. 
Elsberg has, therefore, been employing the abdominal 
(prone) posture in his thorax operations on human beings 
—in a large number of empyema operations, in one case 
of bronchiectatic lung cavity, and in the transpleural drain- 
age of liver and subphrenic abscesses. In the latter cases 
it seemed that the wide opening of the pleura had compara- 
tively little effect on the respiration and heart action; and 
in the thoracotomies for empyema conducted in this posi- 
tion, the coughing and irregular breathing usually noted 
when the pleura is opened, were scarcely in evidence. 


The Magnesite Splint. A New Surcicat Dressina. 
Raymonp Russ, San Francisco. Journal of the Ameri- 
can Medical Association, February 22, 1908 
For splints and similar permanent surgical dressings, 
Russ recommends magnesium oxychlorid, a material used 
considerably under various trade names, for flooring, 
wainscoting, etc. The reaction is accomplished practicaliy 
by making a strong solution of magnesium chlorid into a 
thick paste with magnesium oxid. The magnesia of the 
drug stores cannot be used, but the material can be ob- 
tained from commercial houses in any large city. The chief 
special advantages claimed for it over plaster of Paris are: 
Greater penetrability by the x-rays (about twice as great), 
greater hardness and tenacity, impermeability to moisture 
and lightness. While volume for volume, the magnesium 
compound weighs more, the same strength can be obtained 
with so much thinner layers that the casts can be made 
lighter than with plaster. 


The Bennett Fracture of the First Metacarpal Bone. 
Diagnosis and Treatment. S. Rosinson, Boston. 
— Medical and Surgical Journal, February 27, 
1908. 

The author finds that of 92 cases of fracture of the first 
metacarpal bone (confirmed by the x-ray) 30 per cent. were 
of the Bennett type. The lesion in this fracture, as de- 
scribed by Bennett himself, is as follows: “The fracture 
passes obliquely through the base of the bone detaching the 
greater part of the articular facet, with that piece of bone 


, Supporting it which projects into the palm. The fragment 


displaced is not the smaller but the larger, in fact, to the 
extent that the irregularity of the surface indicates that 
the metacarpal bone of the thumb undergoes subluxation 
backwards.” The crucial factor in the injury is this: that 
the dislocation cannot be kept permanently reduced until 
union has been established between the bone and its dis- 
lodged fragment, which constitutes the palmar support of 
the joint. The etiology is either direct violence on the 
distal end of the metacarpal or indirect trauma through 
the outstretched or abducted thumb. Many Bennett frac- 
tures are mistaken for sprains or “staves”; it is important 
to recognize the lesion accurately because, if improperly 
treated, considerable permanent disability may result. The 
author gives the differential points whereby a Bennett 
fracture may be suspended; it is necessary for confirma- 
tion, however, to make a skiagram. The author describes 
minutely a method of treatment, the essential principles of 
which are immobilization combined with extension. 


Severe Spasmodic Contraction of a Finger Cured by 
Stretching of the Median Nerve. J. ApaAms, East- 
bourne. "Lancet, February 1, 1908. 

For some months previously the patient had noted that 
the middle finger of the right hand began to contract. On 
examination the finger was found to be strongly flexed into 
the palm of the hand; on passive motion the finger could 
be straightened but only with intense pain. The finger 
otherwise appeared entirely normal. Despite various forms 
of treatment the condition continued and at the patient’s 
request the finger was amputated. Six months later an ex- 
actly similar contraction occurred in the ring finger. This 
time, the author resorted to stretching of the median 
nerve at the junction of the middle and lower thirds of 
the arm. The contraction was relieved and, one year later, 
the patient is entirely well. The author is at a loss to ex- 
plain the lesion or even why the stretching should have 
afforded relief. 
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Subcutaneous Rupture of the Tendons of the Fingers 
(Subkutane Sehnenzerreissungen an den Fingern). A. 
Strecker, Zurich. Deutsche Zeitschrift fiir Chirurgie, 
December, 1907. 

The author finds that the extensor tendons are not in- 
frequently torn at their attachment to the base of the ter- 
minal phalanx, and recounts the clinical histories of nine 
cases in two of which an operative procedure was under- 
taken. Usually a very slight trauma suffices to rupture the 
tendon. The history of most of the cases would seem to 
indicate that the force acts upon the distal phalanx, pro- 
ducing sudden flexion, whilst the finger is held in a po- 
sition of extension. Either the tendinous fibers are com- 
pletely torn transversely or their lateral portions remain 
intact. Sometimes a tearing fracture of the base of the 
distal phalanx occurs. The flexed position at the second 
interphalangeal joint together with inability to extend are 
the chief symptoms. As regards the treatment, the author 
favors operative interference whenever there has been a 
complete tear and also in the cases in which fixation and 
extension by splints have failed to effect a cure. It is im- 
portant to exclude a tearing fracture before setting indi- 
cations, for these are not amenable to treatment by suture. 
The degree of flexion of the phalanx usually gives infor- 
mation as to the extent of the tear, and is therefore of 
value in determining the necessity for surgical interven- 
tion. Marked flexion means that all tendinous fibers are 
torn. In the two operated cases, the dorsal aspect of the 
second interphalangeal joint was exposed by a curved in- 
cision, a flap of skin dissected up, the torn end of the 
tendinous expansion found and sutured to the periosteum 
of the terminal phalanx. In both cases an almost perfect 
functional result was obtained. 


Manus Valga or Madelung’s Deformity of the Wrist 
(Ueber Manus valga oder sogenannte Madelungsche 
Deformitaét des Handgelenks). H. Strecrist, Chaux 
de Fonds. Deutsche Zeitschrift fiir Chirurgie, Janu- 
ary, 1908. 


From a thorough study of three of his own cases, and 
from the analysis of 55 cases recorded in the literature, 
the author is able to give a comprehensive and interesting 
résumé of the subject. Since Madelung’s publication, 


which was based on the observation of 12 patients, the: 


affection has usually been termed Madelung’s Deformity, 
although other descriptive names, such as “Lusxation pro- 
gressive du poignet,” “Rachitisme tardif des poignets,” etc., 
have also been employed. As the result of late rickets, pos- 
sibly existing in conjunction with other factors (such as 
individual predisposition, or occtipation), a characteristic 
deformity of the shaft and lower end of the radius is pro- 
duced which, in turn, leads to a typical malposition of the 
hand and wrist. During adolescence, usually between the 
ages of 12 and 18 years, the patients complain of pain in 
one or both forearms and notice the gradual development 
of the deformity. A bowing of the forearm takes place 
and the hand becomes displaced in the volar direction as 
well as towards the ulna. The changes in the configura- 
tion of the radius lead to distortion of the hand and wrist. 
By virtue of the development of a volar inclination on the 
part of the lower articular surface of the radius, coupled 
with a bending towards the ulna, the carpus loses its nor- 
mal position in alignment with the forearm. The traction 
of the flexor muscles suffices to cause a partial luxation 
of the carpal bones. . 

The diagnosis of the condition is not difficult; we need 
but differentiate it from deformities following fracture of 
the radius, and the rarer conditions, such as epiphyseolysis 
and deforming arthritis. As regards therapy, orthopedic 
apparatus may be of value, if employed early enough, 
during the developmental stage of the deformity. Os- 
teotomy of the radius may correct the bowing and the 
volar inclination, but is ineffectual in ameliorating the sec- 
ondary changes in the carpus and hand. 


Lipoma Arborescens of the Knee Joint. R. O. Me!sEn- 
BACH, Buftalo. Buffalo Medical Journal, March, 1908. 


Lipoma arborescens is a chronic disease manifested by 
an overgrowth of lipomatous tissue on the synovial mem- 
brane. i 
and may be so large as to fill the entire joint. 


The masses of fat may occur singly or in clumps, 
They may 


work themselves between the crucial ligaments or become 
attached to the joint surfaces. This disease generally 
arises in persons who have suddenly taken on weight. In 
the earlier stages the only symptoms complained of are 
dull aching pains, tiredness in the hamstrings, and slight 
pains on walking upstairs. In the severer forms, the pains 
may be very acute, the symptoms resembling those of dis- 
placed semilunar cartilage, an acute attack of villous ar- 
thritis or hysterical knee. The attacks may arise after a 
sudden mis-step or wrench or when the sitting position is 
assumed quickly. Physical examination reveals an enlarged 
joint in which the anatomical landmarks are usually oblit- 
erated. Baggy masses may be felt in the quadriceps pouch 
and on either aspects of the patella. There is no tender- 
ness. Joint motion may or may not be interfered with, 
depending on the amount of new growth. The treatment 
is operative. The author reports three cases in which 
— of the fatty masses was followed by excellent re- 
sults. 


Contribution to the Origin and Treatment of Injuries 
to the Semilunar Cartilages of the Knee Joint 
(Beitrag sur Entstehung und Behandlung der Menis- 
cusverletzungen im. Kniegelenk). M. KatzENSTEIN, 
Berlin. Serliner Klinische Wochenschrift, February 
3, 1908. 

The author arrives at the following conclusions : 

1. An injury to the sémilunar cartilage is made when 
an excessive force is applied to the fixed cartilage in either 
a transverse or a horizontal direction. 

2. Because of its anatomical relations the medial me- 
niscus is injured in two-thirds of the cases. 

3. The injury either involves the ligaments that are at- 
tached to the under surface of the meniscus or the sub- 
stance of the cartilage proper. 

4. The diagnosis is made by a consideration of a com- 
bination of signs and symptoms. 

5. In place of resection of the meniscus, which almost 
never brings about a perfect result, fixation of the meniscus 
Pai is recommended, inasmuch as it affords ideal re- 
sults. 


A Method of Reducing Displaced Internal Semilunar 
Cartilage. Henry W. Jacos. British Medical Journal, 
March 7, 1908 

The patient lies on a bed or couch, the surgeon standing 

on the outer side of the limb affected, with his face to- 
wards the patient’s foot; the patient then raises his leg off 
the couch in the semiflexed condition, the surgeon grasps 
the patient’s leg in both hands, and using his own thigh as 
a fulcrum, by means of a steady pulling movement draws 
the patient’s leg outwards while the surgeon’s thigh keeps 
the patient’s femur in a fixed position. Directly this move- 
ment is effected the patient must steadily extend the limb, 
and the displaced cartilage will probably go back with a 
slight click; if the first movement of the extension is not 
successful the maneuver must be repeated without any 
hurry or unnecessary force, and after a few attempts the 
cartilage can usually be felt to slip in without pain or in- 
convenience. 


Treatment of Varicose Ulcers of the Leg with Special 
Reference to Sponge Graft and Unna’s Bandage. 
Epwarp Apams, New York. The Post-Graduate, 
March, 1908. 

The best results that Adams obtained in treating varicose 
ulcers of the leg were by means of sponge grafts alone or 
in combination with Unna’s bandage. Twenty-five cases 
were treated by this means and the results were astonish- 
ing. The sponge graft method was first described by_D. 
J. Hamilton, in the Edinburgh Medical Journal, in 1881, 
but it fell into disuse, probably because physicians do not 
want to take the trouble to prepare the sponge properly 
The sponge used is the small Turkish or “surgical sponge,” 
and those of a soft, fine, elastic texture with great tough- 
ness of fiber are to be preferred. All calcareous particles 
must be removed and the sponge rendered thoroughly 
aseptic. For this purpose it should be first immersed in a 
solution of dilute hydrochloric acid and allowed to remain 
there for one hour in order to remove all pieces of lime. 
It is next washed in cold water, then in hot water with 
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green soap, and after this, rinsed in sterile water. After 
removal from the sterile water the sponges are allowed to 
dry and are sterilized by dry heat. The best results have 
been obtained by using the sponges dry, and after being 
cut very thin to fit the size and shape of the ulcer, they are 
placed directly against the granulating surface after it has 
been cleaned in an aseptic manner. Next, some dry sterile 
gauze is applied directly over the sponge and finally a firm 
compression bandage is applied from the base of the toes 
to the knee. When the ulcer discharges very freely the 
dressing is changed several times a week, but if there is 
very little secretion the sponge is allowed to remain on 
from one to two weeks; at the end of a week or later 
when the bandage is removed the ulcer has either entirely 
healed or is less than one-half of its original size. The 
sponges act in a mechanical manner as a support to the new 
tissue, especially to the capillaries; the meshes of the 
sponge being filled in by granulation tissue and as this 
grows the sponge is absorbed. Being a porous tissue, in 
this respect it imitates the interstices of the fibrinous net 
work in a blood clot or in fibrinous lymph. In addition it 
is an animal tissue and acts like catgut, being absorbed in 
time. The great advantage the sponge possesses, however, 
is that it can be cut to fit any size or shape of an ulcer. All 
the twenty-five were healed within three weeks by ambula- 
tory treatment and the majority of the cases were healed 
in two weeks. The average case required six dressings. 
Fifteen cases were of the female sex, ten cases were of the 
male sex. The youngest case was that of a woman, thirty 
years of age, who had varicose veins for the past five years 
following pregnancy; the ulcer was of fourteen weeks’ 
duration and was on the outer side of the lower third of 
the left leg. Within two weeks of the application of the 
sponge graits the ulcer had entirely healed. The oldest 
case was that of a man sixty-five years of age, a baker by 
occupation, who had been a sufferer from varicose veins 
for the past fifteen years, the ulcers healing and breaking 
open again at frequent intervals. The present ulcer had 
not healed for the past two years and was under treatment 
for only three weeks before the ulcer healed again. 
Whenever possible the patient should be kept in the re- 
cumbent position with the limb elevated, but when circum- 
stances do not permit of such the veins can be supported 
by elastic stockings, or by elastic bandages. Adams com- 
mends, especially, Unna’s zinc oxid-gelatin dressing. 


The Qccurrence of Congenital Adhesions in the Com- 
mon Iliac Veins, and Their Relation to Throm- 
bosis of the Femoral and Iliac Veins.. T. P. Mc- 
MurricuH, Toronto. American Journal of the Medical 
Sciences, March, 1908 


In 107 cases examined, the author found adhesions be- 
tween the anterior and posterior walls of the common iliac 
veins in 37.7 per cent. of the cases. Four types are de- 
scribed, the columnar, marginal, medial and perforated. 
These adhesions bring about either a diminution or a 
division of the lumen. McMurrich believes that the cause 
of these adhesions is congenital, due to an incomplete dis- 
appearance of a loop by which the iliac vein in the embryo 
originally surrounded the artery. The lesion is predomi- 
nant on the left side, only 3 out of the 35 cases occurring 
on the right. The number of cases is still too small to say 
whether this condition is more common in men or in 
women. The author believes that these adhesions explain 
the more frequent occurrence of thromboses on the left 
side. 


Nevus: Treatment by Metallic Magnesium. 
A. C. Macewen, Glasgow. Lancet, February 15, 1908. 


The author reports a case of large cavernous nevus in- 
volving almost the entire cheek, which was cured by the 
insertion of needles of metallic magnesium. The needles 
are made by cutting narrow strips of the metal; they are 
inserted through small openings made in the skin with a 
narrow bistoury. In this particular instance, eight needles 
were inserted at various intervals. At the end of a year’s 
observation, the tumor has entirely disappeared with the 
exception of a slight fibrous thickening. The magnesium 
is supposed to act by causing thrombosis with subsequent 
organization. 


On the Relation of the Parathyroid to Calcium Meta- 
bolism and the Nature of Tetany. W. G. Mac- 
Cattum and T. Baltimore. Johns Hopkins 
Hospital Bulletin, March, 1908 

The observations of Loeb and J. B. MacCallum on the 
effects of various salts in the production of twitchings and 
the counteraction of these effects by calcium; and of Hal- 
sted and others who showed that tetany is mild or absent 
in parathyroidectomized animals that have been fed on 
milk rich in calcium, led the authors to study calcium meta- 
bolism in animals in which both parathymids were removed. 

Preliminary observations seem to show that in such ani- 

mals the calcium content is greatly increased in the excreta, 

while that of the blood is only one-half that of the normal. 

The most important observation that MacCallum and 

Voegtlin have noted, however, is that all symptoms of 

tetany are instantly cured by an intravenous injection of 

calcium salt. Subcutaneous injections and administrations 
by mouth act in the same way but more slowly. The prac- 
tical significance of these observations is manifest. 


Tansini Method for the Cure of Cancer of the Breast. 
Francesco Purpura, Pavia. Lancet, February 29, 
1908. 


The principle of this operation consists in the trans- 
plantation of a large scapular flap to cover in the defect 
made by the removal of the breast and the overlying skin. 
‘Lhe first incision is of the conventional oval shape, the 
upper point of which corresponds to the extreme end of 
the axilla. After removal of the mammary gland, muscles 
and axillary nodes, a posterior flap is made as follows, 
quoting Tansini’s own words : 

“The pedicle is to be about two inches and a half or two 
inches and three-quarters wide and in order to include in 
it the most important arterial branches its center is to cor- 
respond to a point which must be at one inch and a quarter 
from the posterior axillary line and two inches from the 
spine of the scapula, and four inches from the inferior 
angle of the scapula. The flap is of a long oval shape and 
of dimensions proportional to the wound which is to be 
covered and is to be directed from above down and rather 
obliquely towards the median line of the back. The ante- 
rior edge of the pedicle is to start from the extremity of 
the axillary wound and afterwards when the flap is brought 
forwards it joins the anterior edge of the wound itself; 
the posterior edge, which is cut into the skin of the back 
at about two and a quarter inches from the anterior edge 
so as to include the emerging point of the arterial branches. 
above mentioned, is to join the posterior edge of the axil- 
lary wound.” 

This flap is sewed into the anterior defect. It is im- 
portant to include in this flap the latissimus dorsi muscle 
and a part of the teres major; if skin alone is taken con- 
siderable necrosis is apt to follow. The incision in the back 
is easily brought together. The advantages claimed by 
Tansini for this method are the following: 

1. Speedy covering in of the large defect. 

2. The avoidance of axillary scars. 


Pathology of Retrograde Incarceration (Die Pathologie 
der sogenannten retrograden Incarceration). NEv- 
MANN, Berlin. Deutsche Zeitschrift fiir Chirurgie, 
January, 1908. 

According to Maydl, we speak of retrograde incarcera- 
tion or strangulation, when the strangulated viscus lies in 
the abdominal cavity, whilst a comparatively normal viscus 
occupies the hernial sac. Either terminal organs, such as 
the Fallopian tube, appendix, Meckel’s diverticulum, or a 
portion of intestine, may be affected. Neumann comes to 
a new conclusion in regard to the mechanism involved in 
the production of such herniae, as the result of a careful 
study of a case of his own. His patient was operated 
upon for strangulated femoral hernia. Two loops of 
gut were found in the sac and a connecting gangrenous 
loop in the abdominal cavity. The author explains. the 
condition as follows: By reason of the assumption of an 
extreme lordotic position of the lumbar vertebre (due, 
in his patient, to an old fracture of the femur), the roof 
of the mesentery approaches the internal hernial ring, and 
permits of the exit of a loop of gut whose mesentery 
would be too short to encompass the distance under ordi- 
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nary circumstances ‘Thus if one portion of the mesentery 
be particularly short, the consequent erection of the spine 
would reduce a portion of the loop and carry it back into 
the abdominal cavity. Even then the mesentery may be 
too tense, its vessels may become closed by reason of the 
tension, and the blood supply of the abdominal loop may 
become insufficient. If this theory be correct, such herniae 
should be termed retrotraction rather than retrograde 
herniae. 


Intestinal Tuberculosis: Tuberculous Intestinal Neo- 
plasms and Tuberculous Hleocecal Tumor. J. C. 
f'4eEMMETER, Baltimore. Journal of the American Med- 
icai Association, February 29, 1 

In fifty-six personal studies of the intestines of persons 
dead from pulmonary tuberculosis, following closely Mae- 
geli’s method, Hemmeter found the intestines diseased in 
all. In 30 cases there was diffuse tuberculous enteritis or 
catarrh, showing unmistakable tubercles with giant cells. 

Among these were 4 with tuberculous mesenteric glands, 

4 with tuberculous retroperitoneal glands, and in 6 simple 

enteritis, jejunitis, ileitis or colitis, not showing tuberculous 

lesions. In 14 cases tuberculous ulcers of the ileum and 
colon were found; 2 of these had cicatrices in the lower 
third of the ileum about ten inches from the iliocecal valve. 

In all there was more or less intestinal catarrh, not diffuse, 

but localized more in the lower ileum. One individual had 

been operated on for fistula in-ano. In 12 cases there was 
tuberculosis, either of the mesenteric, omental or retro- 
peritoneal glands. In 6 of these, the entire intestinal 
mucosa was intact; in the remaining 4 there was slight 
circumscribed catarrh, enteritis or colitis, but the histologic 
examination did not reveal the characteristic structure of 
tubercle in pieces excised for examination. The peritoneum 
was found to show minute tuberculous nodules in only two 
out of the whole fifty-six. ‘The condition of chronic hyper- 
plastic tuberculosis was met with but once by Hemmeter, 
in an autopsy at the Bay View Asylum, Baltimore. It cor- 
responded very closely in macroscopic and microscopic ap- 
pearances with Lartigau’s description. Hemmeter thinks it 
highly probable that cases of cancer of the cecum that have 
been reported as cured after resection, were really this type 
of tuberculosis. Hemmeter describes at some length tuber- 
culous intestinal tumor of the cecum and appendix, which 
may originate either from the mucosa by autoinfection 
from swallowed sputa, or from the serosa by the extension 
of tubercular lymph glands. He reviews the literature of 
the condition, which is of comparatively recent recognition, 
and discusses the diagnosis. The accompanying pulmonary 
disease is frequently insignificant; it is rare to meet with 
this tumor in advanced pulmonary phthisis. In the diag- 
nosis the possibility of cecal cancer, dislocated kidney, 
fibrinous appendicitis and scybalous accumulation must be 
considered. The generally younger age, slower progress, 
presence of pulmonary disease, occurrence of tubercle ba- 
cilli in the stools and the diabo reaction of the urine are 
mentioned among the principal points of difference from 

carcinoma. Dislocated kidney is more movable, gives a 

dull sound on percussion, is not accompanied by stenosis; 

a diseased kidney when affected with carcinoma, tubercu- 

losis, gonorrhea or calculi, gives rise to nephralgia, pyuria, 

hematuria, etc. The distinction from fibrinous appendicitis 
can often not be made except by observation of the course 
of the disease. Its prognosis is better and it is not neces- 
sarily associated with pulmonary disease. The prognosis 
is always grave, but Hemmeter says that there is no doubt 
that a number of patients have been cured by a cautious 
administration of tuberculin. He has personally studied 
the healing of a tuberculous rectal ulcer under this medica- 
tion, but nevertheless he does not recommend this systemic 
employment of tuberculin in these and other cases of in- 
testinal tuberculosis, since it has not yet been thoroughly 
tested and because of its occasional undesirable effects on 
other organs, which must be considered. Other remedies 
may relieve symptoms and cause temporary alleviation, but 
he only partial success in the way of treatment of tuber- 
culous iliocecal tumor is to be expected from operation, 
wherever this is possible. In concluding his article, Hem- 
meter remarks on the demonstrated possibility of tuber- 
culous infection of distant organs by way of the intestine 
and says that he has come to regard a peribronchial tuber- 


culosis, without any severe lesion in the parenchyma, as 
an infection that has taken place through the intestinal 
walls. He recommends the use of dilute hydrochloric acid 
in tubreculosis to prevent the infection of the intestines. 


A New Test for the Differential Diagnosis of Appen- 
dicitis. 1. C. Case, Fort Worth, Texas. Journal 
7 American Medical Association, February 20, 
1 


_ This test appears to be a useful method for differentiat- 
ing the pain in appendicitis from those of other conditions 
simulating it. It consists in the sudden and forcible com- 
pression of the descending colon in the flaccid abdomen, by 
pressure on the left lumbar and inguinal regions. The 
forcing of the gas in the colon backward to the cecum 
causes a sudden pain in the inflamed area, due to induced 
peristalsis or movement excited by the sudden cecal disten- 
sion. Chase first observed the phenomenon in using ab- 
dominal massage for constipation in a patient after an 
attack of appendicitis, and has repeatedly verified its diag- 
nostic value in real and supposed cases of the disease. 
Rovsing of Copenhagen (Centralblatt fiir Chirurgie, Oct. 
26, 1907) has been working on the same idea. 


Primary Tumors of the Appendix (Beitrag sur Kennt- 
nis der Primdren Tumoren des Processus Vermifor- 
mis und deren dtiologische Bedeutung fiir die Appen- 
dicitis). W. VAssMER, Hannover. Deutsche Zeitschrift 
fiir Chirurgie, January, 19c8. 

The author gives a fairly thorough review of the litera- 
ture [except that some of the American literature is 
ignored] and a detailed account of his own case. In an 
analysis of 65 cases of primary tumors of the appendix, 
Vassmer finds 57 instances of carcinoma, 3 of endothe- 
lioma, 2 of sarcoma, and 1 each of myoma, flbromyoma 
and fibromyxoma. As regards the histology of the 
carcinomata, there were 29 cases of simple alveolar car- 
cinoma, 14 of adenocarcinoma, 2 of “cylindrical celled” 
carcinoma, and 4 of colloid carcinoma. The disease occurs 
not infrequently in young people and the extreme ages of 
the reported cases are 8 and 76 years. When the tumor 
has its site in the middle or in the cecal end of the ap- 
pendix, the stenosis, which it causes, leads to retention and 
consequent inflammation, and cases are usually operated 
upon for an acute appendicitis. In most of the cases in 
which the tip of the organ was the seat of the growth, 
appendicular symptoms are recorded in the literature. 
Here, however, we find reports of 3 cases in which no 
signs referrable to the appendix could be discovered. 


Subphrenic Abscess as a Complication of Appendicitis. 
D. N. E1senpratH, Chicago. Journal of the American 
Medical Association, March 7, 1908. 


Eisendrath reports five cases of subphrenic abscess fol- 
lowing appendicitis, and discusses the pathology, symptoms, 
diagnosis, etc. The intraperitoneal form is much the most 
common, is usually on the right side, but six left-sided 
cases have been reported, one of these in the present paper. 
Subphrenic abscess may follow appendicitis when there has 
been no suppuration about the appendix, and it is often 
impossible to trace any purulent tract between the abscess 
and the appendix. It rarely occurs as the result of a gen- 
eral suppurative peritonitis. In the majority of cases the 
appendix is retrocecal and a persistence of the embryonal 
position of the appendix, due to non-rotations of the cecum 
and bringing it in close contact with the right lobe of the 
liver; this favors the formation of subphrenic abscess. In 
the acute form, the pain, nausea and other signs of an 
acute infection are not always marked; the persistence of 
a high temperature with or without accompanying signs 
of septic infection, is the most characteristic symptom. In 
some cases physical signs will be of the greatest aid; ex- 
ploratory puncture is the most valuable aid in the diag- 
nosis. It may also occur in a subacute form, the symptoms 
manifesting themselves first a week or more after the oper- 
ation or attack; or in a chronic form with indefinite symp- 
toms for weeks or months, or with the sudden late appear- 
ance of acute septic symptoms from an obscure deep-seated 
focus. If a patient who gives a history of probable appen- 
diceal trouble or who has been operated on for appendicitis, 
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las a continuous rise of temperature, accompanied by other 
signs of septic intoxication, one should always search care- 
fully for subphrenic abscess. The downward displacement 
of the liver, the presence of an area of dulness with a 
convex. upper border, continuous with the liver dulness, 
and the finding of fetid pus by exploratory puncture, are 
very characteristic. The principal condition to be differen- 
tiated is empyema, and sometimes this may be impossible, 
except from the history and the character of the pus. The 
prognosis in non-operative cases is not good. With early 
diagnosis and operation, Eisendrath estimates that the per- 
centage of recoveries should exceed 75 per cent., but such 
early diagnosis is only possible when the physician or sur- 
geon keeps in mind the relative frequency of this compli- 
cation. A simple incision, when there is external bulging 
in the epigrastrium, along the costal arch or in the lumbar 
region, will empty the abscess, but if suppuration continues 
or septic symptoms reappear, a more extensive operation 
may be necessary. Eisendrath describes the anatomic con- 
ditions and claims, as the ideal method of extrapleural op- 
eration, that devised by Elsberg as modified by himself, in 
which the tenth rib is resected between the anterior and 
posterior axillary lines, the pleural reflection pushed up- 
ward, and an exploring needle inserted through the dia- 
phragm, which lies in the wound and an incision made 
alongside the needle. If the ninth rib is resected also, the 
costophrenic sinus will certainly be opened unless the. re- 
section is strictly between the anterior and posterior axil- 
lary lines, and great care is taken in pushing back the 
periosteum of the ninth rib. If the abscess is high up 
under the diaphragm, it can only be reached by the trans- 
pleural route. In this case, if it is possible, the dia- 
phragmatic pleura should be sutured to the costal pleura. 
If this is impossible, the general pleural cavity can be 
walled off with gauze or a more extensive resection of the 
ninth and tenth ribs be made. The former is unsatisfac- 
tory on account of the danger of leakage; the latter is 
warmly recommended by McDill. After a four-inch partial 
resection of the ninth and tenth ribs in the middle axillary 
line, an assistant presses the thoracic wall inward against 
the diaphragm, to which it is sutured, while an incision is 
made through the diaphragm into the subphrenic abscess. 


The Diagnosis and Treatment of Functionally Active 
Ureters with Abnormally Situated Orifice (Ueber 
Diagnose und Therapie abnorm ausmiindender voll- 
wartiger Ureteren). A. WestHorr, Miinster. Zen- 
tralblatt fiir Gyndkologie, February 29, 1908. 


Only twenty-five cases of actively functionating ureters, 
which empty at an abnormal site, have been reported. A 
pathognomonic symptom is continual dribbling of urine, 
accompanied by otherwise normal bladder function. Most 
often these cases are treated, of course unsuccessfully, for 
enuresis. 

The author’s case was that of a girl 7 years of age, 
who constantly was wet, although regular evacuations of 
the bladder also occurred. By careful examination he 
found that the urine did not escape from the vagina. The 
urethra was then completely occluded by a large sized 
catheter. By means of a magnifying glass it was found 
that urine escaped from cribriform openings below the 
urethra. This sieve-like membrane was snipped away and 
then a fine sound could be pushed as far as the base Of 
the bladder. Cystoscopy showed both ureteral openings 
normal in appearance, but no stream came from the left 
one. A probe passed through the abnormal external. 
canal went to the region of the left ureteral meatus. The 
ureteral catheter did not succeed in entering this left 
ureter from the bladder. 

A median laparotomy was performed and the left ureter 


proved dilated. The peritoneum between bladder and 
uterus was split; the ureter exposed and cut across low 
down. Ky means of a narrow forceps, passed into the 


bladder through the urethra and brought tivceah an extra- 
peritoneally situated cut in the bladder wall, the cut ureter 
was drawn down and implanted. A small drain was passed 
into the vagina anterior to the uterus and the bladder 
peritoneum closed ; suture of the abdominal wall; smooth 
convalescence. 

The child was completely cured. Cystoscopy one year 
later showed both ureters functionating normally. 


The author discusses the origin of this malformation 
from misplaced ending of the Wolffian duct and also re- 
views the various operative methods at our disposal to 
bring about a cure. 


The Recurrence of Bladder Papillomata (Die Recidive 
der Harnblasenpapilloma). L. Casper, Berlin. Ber- 
liner Klinische Wochenschrift, February 10, 1908. 

Casper has met with yine cases of multiple recurrences 
of bladder papillomata following extirpation through supra- 
pubic cystotomy; he believes that these recurrences were 
brought about by inflection consequent upon the trauma 
necessitated by the operation. He believes, therefore, that 
papillomata of the bladder are better treated by cystoscopic 
manipulation with such instrumnts as the cystoscopic cu- 
rette, forceps, cautery and snare. He recommends particu- 
larly the injection with the cystoscopic needle of a 5 per 
cent. resorcin solution directly into the tumor and its base. 


On the Treatment of Tuberculosis of the Bladder by 
the Method of Rovsing (Ueber die Behandlung der 
Blasentuberculcse nach Rovsing). PAuL ROSENSTEIN, 
Berlin. Berliner Klinische Wochenschrift, February 
3, 1908. 

Rosenstein first reminds us that tuberculosis of the blad- 
der is almost always a descending infection from the 
kidney, and that in many instances nephrectomy brings 
about a cure or at least a great improvement in the vesical 
lesion. It is only, therefore, for the unimproved cases that 
this method is applicable. Rovsing’s method consists in the 
injection of 50 c.c.m. of a 6 per cent. warm freshly pre- 
pared carbolic acid solution into the bladder; this solution 
is kept in for three to four minutes; this is repeated three 
or four times. If necessary, the treatment is followed by 
the insertion of a morphin suppository. Rovsing reported 
18 cases with 13 cures. The author reports two cases, one 
cured, the other greatly improved. He believes the method 
to be of great value. 


Fistula Between the Fundus of the Uterus and the 
Upper Portion of the Intestine. Operation. Cure. 
W. P. Graves, Boston. American Journal of Obstet- 
rics, March, 1908. 

This unusual case was that of a woman of 38 years, 
who was delivered of her ninth child by means of forceps 
by some unskilful physician. The uterus was evidently 
ruptured and intestine prolapsed into the vagina before the 
child was born. The gut had evidently then been removed. 
The patient recovered without severe symptoms. Seen six 
weeks after delivery by the author, she was found severely 
emaciated and delirious, with great erosion of vagina and 
buttocks. A uterine sound passed directly into the intes- 
tine. The discharge was from high up in the bowel, as it 
at times contained clear bile. Water injected into the 
rectum did not pass out through the uterus. On opening 
the abdomen it was found that the bowel had been severed 
two feet from the duodenum, the central stump entering 
the uterus below the left cornu; the peripheral end of the 
gut lay, at some distance, on the pelvic wall sealed up by 
adhesions. The gut was freed, a drain passed into the 
uterus and out through the cervix. The uterine wound was 
covered with the left broad ligament. End to end anasto- 
mosis of the ruptured intestine was done, a small drain 
inserted, and the abdomen closed; uneventful recovery. 


Hematuria in Pregnancy. E. A. Battocu, Washington. 
Surgery, Gynecology and Obstetrics, March, 1908. 
So-called idiopathic hematuria is now ascribed either to 
vasomotor changes or to chronic nephritis; the latiter 
theory is gaining ground. Rovsing and Cabot believe that 


movable kidneys frequently give rise to hemorrhage. The 
author’s case was that of a woman of 31 years. In her 
sixth pregnancy there was hematuria for 10 days. In the 


next pregnancy the hematuria again showed and never 
again disappeared, although varying in intensity, and still 
persisted when seen seven months after the birth of the 
child. The feet have been swollen since the first preg- 
nancy; there were no symptoms of renal colic. Physical 
examination was negative except soreness over the left 
kidney region. The urine contained blood, but no casts; 
cystoscopy showed bloody urine escaping from the left 
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ureter. As medical measures had failed, the left kidney 


was removed. A glomerulo-nephritis and increase of the 
interstitial connective tissue between the pyramids was 
found in the small kidney. In a subsequent pregnancy 
blood again appeared in the urine for a short time. Since 
then she has been well. ‘This is the author’s second case in 
which pregnancy occurred in patients with one kidney. 
Probably the increased or faulty metabolism during preg- 
nancy proved too much for the single (nephritic) kidney 
and therefore hemorrhage recurred. In a similar case Bal- 
lock would now perform either decapsulation or nephrot- 
omy, which has been found effective, and thus preserve all 
the functionating kidney tissue possible. 


Zinc Chloride for Carcinoma; Phenol for Endometritis 
(Chlorzink gegen Karzinom; Phenol gegen Endo- 
metritis). O. v. Herrr, Basel. Muenchener Medizin- 
ische Wochenschrift, February 18, 1908. 

The author is strongly oposed to the use of zincchloride 
for endometritis, as this caustic causes severe uterine 
colics, stenosis of the cervix and vaginal ulcers. One of the 
reasons for vaginal ulcers is that in prescribing zinc chlo- 
ride for a vaginal douche no hydrochloric acid has been 
added to the stock solution; consequently some of the un- 
dissolved chemical is deposited upon the mucosa and acts 
as an escharotic. In carcinoma of the cervix, when in- 
operable, the zinc acts powerfully and in rare cases, ap- 
plied after cauterization with the Pacquelin, it has pro- 
duced a cure. In endometritis alcoholic solutions of car- 
bolic acid should be used, or alumnol 5, alcohol and tinc- 
ture of iodin aa. 50.0. The carbolic should be applied in 
a strength of 50-90 per cent. 


Final Results of Conservative Surgery of the Tubes 
and Ovaries. A. BrotHers, New York. Journal of 
the American Medical Association, February 22, 1908. 


Brothers reviews the conservative surgery of the ovaries 
and tubes on the basis of his own personal experience ex- 
tending over a period of many years. The danger to life 
in these operations is slight; in 160 cases of which he has 
records he has had but one death and one patient is still in 
a serious condition. Both of these cases are reported. In 
ovarian surgery, cystic ovaries afford an opportunity for 
conservatism; fibroid ovaries are in his opinion seldom 
amenable to such measures, and malignant disease contra- 
indicates any attempt at conservatism. Ovaries in juxta- 
position to pus tubes or pelvic abscess, if not themselves 
involved, can generally be let alone; if they are the seat 
of suppuration, they would better be removed under ordi- 
nary circumstances. The application of conservative sur- 
gery to pus tubes is in his opinion open to question. Expe- 
rience with secondary operations for infected stumps has 
led him to this view. If, however, the tube is twisted or 
elbowed as a result of pelvic peritonitis, it can be restored 
to its shape by breaking it away from its adhesions. Plastic 
work on the tubes is described and Brothers mentions in 
this connection the exsection of the tubes for the purpose 
of inducing sterility, an operation that is sometimes indi- 
cated, though hardly one falling under the head of conser- 
vative surgery. He has never seen in his cases any new 
connection formed permitting the union of a spermatozoon 
with an ovum. In case of pelvic peritoneal adhesions, when 
there is risk of serious damage to the ovaries or tubes in 
the plastic operations required, he considers it wiser to 
proceed with their complete extirpation, rather than to try 
to save them at the cost of the health and comfort of the 
patient and the probability of the need of secondary opera- 
tion. The risks of a prematurely induced menopause have 
of course always to be considered. For the purpose of 
better studying the comparative postoperative morbidity he 
classes his cases in three groups. In the first of these, in- 
cluding 26 patients in whom conservative surgery on the 
tubes had been performed, he has seen unsatisfactory re- 
sults in 2 cases. In the second group of 44 cases ot con- 


servative work on the ovaries, 6 patients had reason to 
complain of postoperative suffering. The third group in- 
cluded 90 cases of conservative operation for adhesions or 
tubo-ovarian disease, and in these there were 7 unsatisfac- 
tory results, 4 required secondary operation, which he esti- 
mates may be necessitated in about 7 per cent. of cases of 
conservative adnexal surgery. The total postoperative mor- 
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bidity is estimated by him at 23.5 per cent. It is very dif- 
ficult; he says, to properly estimate the symptoms of pain, 
and many of the complaints have to be taken cum grano 
salis. As regards the cure of sterility by plastic adnexal 
surgery, Brothers admits a certain feeling of disappoint- 
ment. He finds in this only about 7.5 per cent. of suc- 
cesses and thinks this as near the correct figure as any of 
his postoperative observations. Even this small percentage, 
he says, is a triumph of which modern surgery has good 
reason to be proud. 


The Indications for Operation in Elective Gynecologic 
Surgery. G. R. Hoven, Jacksonville. Journal of the 
American Medical Association, February 8, 1908. 

This article is a plea for thorough prior examination in 
all cases and of clear, well-defined pathologic conditions 
warranting the operation. He believes that a large per- 
centage of the curettings and dilatations performed are un- 
necessary, and many of them actually injurious. Dilatation 
and curetting are generally inadvisable in acute inflamma- 
tory conditions, and great care should be taken in select- 
ing cases for its employment in chronic endometritis. In 
dysmenorrhea it is most likely to be of service in cases in 
which the monthly pains are sharp and transient, rather 
than in those that are dull and continuous. It is an uncer- 
tain cure for sterility. Its chief utility is in uterine hemor- 
rhage for diagnostic or curative purposes, and when extra- 
uterine pregnancy can be excluded. Cervical laceration may 
call for operation on -account of the local inflammation 
round an unhealed tear or, sometimes, if very extensive, as 

a prophylactic measure against cancer. It is not justified 

by supposed reflex symptoms. In general, operative inter- 

ference is indicated in uterine retrodisplacement except 

when local treatment has failed to relieve symptoms di- 

rectly referable to the displacement. Few operations have 

given more relief than those for lacerated perineum, still 
the operator should have clear indications of its necessity 
before advising it. The severity of the symptoms rather 
than the degree of the lesion should be the guide. Odpho- 
rectomy is imperative rather than elective in malignant 
disease, and is justifiable under some other conditions, such 
as tumor, cvst and certain inflammatory complications, but 
as regards these last, Holden believes experience tends to 
produce conservatism. In any case, when possible, one 
ovary, or at least a part of one, should be preserved. The 
same general principles apply in case of hysterectomy. He 
sums up his views in the following general principles: We 
must be satisfied that the symptoms of which the patient 
complains are caused by the lesion toward which the opera- 
tion is directed. We must have a reasonable assurance 
that these symptoms will be relieved or greatly benefited by 
the operation proposed. Finally, we must be reasonably 
certain that the probable danger from the operation itself, 
when compared with the severity of the lesion and the ex- 
pectation of relief, is small enough to justify the patient in 
taking the operative risk. These propositions seem self- 
evident, but there is always danger of their being forgotten 
or their importance minimized. If they were always duly 
considered in elective surgery, we might do fewer opera- 

+ meg but have more brilliant results from such as are 

one. 
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